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THE SPECIALITIES IN GENERAL PRACTICE 

Edited by RUSSELL L. CECIL, M.D. (Cornell) 

The general practitioner whose practice has been limited to the more common internal diseases 
may be handicapped by lack of experience in a case of minor surgery or ophthalmology. The 
books which he may try to consult are usually written by a specialist for specialists. It is with 
the hope of rectifying this situation that this treatise on the specialities was undertaken. 818 
pages, 470 illustrations 72s. 6d 


SURGICAL PRACTICE OF THE LAHEY CLINIC 

By the Staff of the LAHEY CLINIC, Boston 

A detailed and well illustrated description of the management of surgical patients at the Lahey 
Clinic today. 1,028 pages, 784 illustrations on 509 figures. 75s. 


AN ATLAS OF NORMAL RADIOGRAPHIC ANATOMY 


By ISADORE S. MESCHAN, M.D. (University of Arkansas) 
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illustrations on 362 figures 75s. 


PEPTIC ULCER—American Gastroenterological Association 


Edited by D. J. SANDWEISS, M.D., F.A.C.P. 

The definite reference source on all aspects of diagnosis and treatment of peptic ulcer. Pub- 

lished under the auspices of the American Gastroenterological Association, it represents the 

contributions of 77 authorities—each writing on the topic that he knows best. 790 pages. 
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164 illustrations. 


GLINICAL UROGRAPHY—An Atlas and Textbook of Roentgenologic 
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By WILLIAM F. BRAASCH, M.D., and JOHN L. EMMETT, M.D. (both of the Mayo Clinic) 
The most complete, authoritative and useful work of its kind available anywhere today. Every 
known disorder and anomaly of the urinary tract that is susceptible to urographic diagnosis is 
discussed in detail. 736 pages, |,778 urograms on 1,361 figures. £6 5s. 


THE MEDICAL CLINICS OF NORTH AMERICA 

Published every other month throughout the year these MEDICAL CLINICS present the NEW 
THINGS in Medicine while they ARE STILL NEW. Each number contains a Symposium of 
outstanding clinical importance 


January RECENT ADVANCES IN CARDIOVASCULAR MEDICINE july RECENT ADVANCES IN 
March 1. SYMPTOMS MEDICINE 
2. PSYCHOLOGIC ASPECTS OF MEDICINE September SPECIFIC METHODS OF 
May METABOLIC & ENDOCRINE DISORDERS TREATMENT 
November PEDIATRICS 


One year's supply of 6 consecutive numbers £5 (cloth covers) or £4 5s. (paper covers) 
Please write for further particulars 


(Prices quoted are special ones which apply only to United Kingdom and Eire) 
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By J. M. NIELSEN, M.D., F.A.C.P., Clinical Professor Neurology and Psychiatry, 


Univ. Southern California. 


This volume, rich in clinical essentials, is grounded in the author’s wide experience 
and contains numerous case reports. This new third edition has been extensively 
revised and re-edited to achieve greater clarity throughowt. 


Publication March 20th. 
ANGIOCARDIOGRAPHY 


172 illust. 75s. 


(Annals of Roentgenology, Vol. XX) 


By CHARLES DOTTER, M.D., and I. STEINBERG, M.D., Cornell University Medical 


College and New York Hospital. 


Contains detailed guidance to differential diagnosis of heart and lung diseases of 
great clinical value to the radiologist and chest specialist. 


Published shortly. 328 pp. with 537 illustrations. 118s. 6d. 


GENITO URINARY SURGERY 


By SIR JOHN THOMSON-WALKER, D.L.M.B., 
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WALKER, ™.A., M.B., F.R . 
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New 19th edit. 650 pp. Cr. 8vo. 2is. net 
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By F. O. MACCALLUM, 
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M. R. PoLtock and C. WILSON 
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Practical Procedures 


Demy 8vo. 384 pages. 99 illustrations and figures. 25s. net 
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Harold Dodd, cu.M., F.R.c.s. ; V. Local Anasthesia in Minor Surgery by A. Lawrence 
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Royal 8vo. 624 pages. 35§ plates. 7OS. net. 


“* It would be difficult to get so comprehensive an account of this subject into 
fewer words . . . profusely and beautifully illustrated.” The Lancet 


PAIN AND ITS EARLY RECOGNITION 
PROBLEMS OF DISEASE 
by 20 leading authorities by 15 leading authorities 
Demy 8vo. 196 pp. 16s. net Demy 8vo. 2nd imp. 12s. 6d. net 
“* It would be invidious to single “Clear and anthoritative . 
out any one contribution when all could hardly be bettered.” 
are so good.” Lord Horder The Lancet 


Published for “The Practitioner” by Eyre & Spottiswoode 
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A telephone call to Portable X-Rays, at 
any time of the day or night, will 
ensure the instant despatch of a_ self- 
contained X-Ray Unit, complete with 
experienced staff — direct to your patient. 
Portable X-Rays Ltd. have maintained this 

service to the medical profession for over 25 
years and are in constant readiness to meet 
every emergency throughout the entire country. 





Qort Q @ Xx Ray. 


QUICK AS AN AMBULANCE 


POWER ROAD - CHISWICK - LONDON -: W.4 


Telephone (Day and Night) CHIswick 7836/7 











ANNOUNCEMENTS 














A Convalescent Aid following Surgery 


SPENCER SUPPORTS, in- 
dividually designed for each 
patient, can be utilized with full 
therapeutic effect as an aid to 
treatment following nephrec- 
tomy, nephropexy, herniotomy, 
colostomy, hysterectomy, chol- 
ecystectomy, spinal surgery, 
and mastectomy. Also indi- 
cated for postural hypotension 
following sympathectomy. 





Spencer effectively aids con- 
valescence by providing pro- 
tection and support to weakened 
musculature. 





Each Spencer Support is de- 
signed, cut and made at our 
manufactory at Banbury. after 
a description of the patient’s 
body and posture has been re- 
corded—and detailed measure- 
ments have been taken. This 
assures the doctor that each 
This non-elastic support was individually designed for patient will receive the proper 
this woman to provide abdominal support accurately design to aid his treatment. 


correlated with back support Note Spencer Breast 
Support also individually designed for her 


For further information write to 


SPENCER (BANBURY) LIMITED 


Consulting Manufacturers of 
Surgical and Orthopaedic Supports 


Spencer House . Banbury . Oxfordshire 
Telephone: 2265 


Branch Offices and Fitting Centres 

MANCHESTER: 3a King Street, 2. Tel. BLAckiriars 9075 
LIVERPOOL: 79 Church Street, 1. Tel. Royal 4021 
LEEDS: Victoria Buildings, Park Cross Street, | (opposite Town Hall 

Steps). Tel. Leeds 26586 
BRISTOL: 44a Queen's Road, 8. Tel. Bristol 24801 
GLASGOW: 86 St. Vincent Street, C.2. Tel. Central 3232 
EDINBURGH: a George Street, 2. Tel. Edinburgh 25693 


APPLIANCES SUPPLIED UNDER THE NATIONAL HEALTH SERVICE 
” Trained Retailer-Fitters resident throughout the Kingdom, name and address of .eorest Fitter supplied 


on request 
Copyright 
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The electrocardiogram 


in ANAESTHESIA 


It is now well established that the adminis- 
tration of anaesthetic vapours to patients 
undergoing surgical operation often intro- 
duces significant changes in their electro- 
cardiogram. 

Such changes, their type and their magni- 
tude, depend, inter alia, upon the particular 
gas used and the concentration inspired. If 
a mixture of gases is inhaled the cardiac 
effects are further modified by the type of 
mixture and the relative concentration of its 
constituents. 

Unchecked cardiac arrhythmias during such 
abnormal respiratory exchanges may result 
in serious and even fatal consequences so 
that it is of the greatest importance that 
means are readily available for their detec- 
tion, recognition and control. 

It is quite clear that very limited information 
is available from the pulse of the patient ; 
indeed, devices which record merely a change 
of heart rate can be dangerously misleading 
because of their inability to discriminate 
between the cardiac centres responsible for 
such a change. For instance, it is impossible 
by this means to distinguish a bradycardia of 
AV nodal origin from an apparent brady- 
cardia due to frequent non-conducted 
extrasystoles ; a true tachycardia from a 
pulse of a seemingly high rate derived not 
from normal complexes but from a succes- 
sion of impulses of ectopic origin. 

The speedy abolition of these potentially 
dangerous effects is important but treatment 
must depend upon positive identification of 
the presenting arrhythmia since it is often 
found that the treatment of choice for one 


type is emphatically contra-indicated for 
another with which it has been confused. 

The literature has shown that the only satis- 
factory detector of such phenomena is the 
electro-cardiograph and that constant obser- 
vation by the Anaesthetist of cardiac action 
during the course of the operative procedure 
safeguards the patient against a sudden and 
unforeseen cardiac collapse. The instrument 
is particularly advisable during operations on 
patients with heart disease, especially when 
cardiac arrhythmia is already present and is 
of considerable assistance to the anaesthetist 
when the pulse has been rendered imper- 
ceptible to palpation through the use of drugs 
of the methonium series. 

Fortunately, the commoner arrhythmias are 
readily recognised so that the Anaesthetist 
nes no specialised and intimate knowledge 
of electrocardiography to interpret their 
indications and to prescribe immediate cor- 
rective treatment. 





COSSOR 


direct -urriting ELECTRO-CARDIOGRAPH Model 1134 


4. C. COSSOR, LTD... INSTRUMENT DIVISION, HIGHBURY GROVE, LONDON, N.S 
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When the EMERGENCY 
demands Oxygen Therapy 
equipment— 


call Chygenaee 
The latest type of *“ WIGMORE JUNIOR” Oxygen tent 


Whervetr the a! calls for | The latest types of oxygen incubators 
immediate oxygen therapy equi ‘ , 
ment telephone . your ~~. Be Oxy. for premature babies, or oxygen tents 
genaire Depot. A day and night for infants, children and adults, are 
country-wide rush-delivery service is in | ayailable with qualified operators. Short 
constant readiness for the medical 

profession. or long-term rentals. 


Technical brochure on request. Sound film “‘ Oxygen Therapy " loaned free for professional 
audiences. For immediate service telephone your nearest branch 


8 DUKE STREET, WIGMORE STREET, LONDON, W.1 WELBECK 4477 


BIRMINGHAM BRISTOL CARDIFF EXETER LEEDS MANCHESTER GLASGOW 
Victoria 2484 Abson 281 Cardiff 31361 Topsham 3070 Leeds 25780 Sale 5620 Bearden 4373 








For maximum safety in use... 


M.I.E. Mark Il HOSPITAL PORTABLE ELECTRIC 
SUCTION APPARATUS 


Operated by a spark-proof 1/12th. h.p. induc- 
tion motor and controlled by a spark-proof 
switch to ensure maximum safety when used 
in the presence of volatile ether gases. Fitted 
with twin automatic change-over bottles 
and variable suction control—up to 35cm. H.g. 
Supplied in two voltages: 200-220v. A.C. and 
230-250v. A.C. 


MEDICAL & INDUSTRIAL 
EQUIPMENT LTD. 


SPECIALISTS IN ANAESTHETIC APPARATUS AND SURGICAL INSTRUMENTS 


10 & 12, New Cavendish Street, London, W.! 
Telephone: Welbeck 185! & 1504 
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VETERAN ROLLER 
CABINETS 


THE 

DOCTOR'S 

CABINET 

Specially designed and made for medical 


record cards, 8” high « 5” wide; on rollers 
for easy running. 


Patterns 703 without Lock 
7O3L with Lock 


Enquiries to 


CRADDOCK & CRADDOCK LIMITED 
7 Fisher Street, London, W.C.! 














for men who rely 


on their cars... 





Doctor's orders need not mean complete immobility. 
Being able to get around the house gives a patient 


greater confidence in his own state of health 


oe —= eiteties H SHEPARD LI FT 
for all petroleum products illustrated 3 88le 
renee & CHAMPNESS LTD., Gnome House, 


ESSO PETROLEUM COMPANY, LIMITED | Blackhorse Lane, Walthamstow, London, €.17. 
36 Queen Anne's Gate, London, $.W.! Telephone : LARkswood 107! 
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BARCIA 


il Retailers of 


The Largest Offici« NTLEY 


ROLLS-ROYCE & PE 


Used Cars 0" req 


we 


uest. 


Stock List of 


Showreoms: Hanover Square, W.1. MAY fair 7444. Berkeley Square, W.1. GROsvenor 5811 
Service Works: Lombard Road, Merton, S.W.19. LiBerty 7222 





FINE QUALITY BAGS & CASES 


No. 1961 i No. 1965 
With three ‘ 

drawers and 

pocket in lid 

for papers. 

Size 14 x 104 

x 6". Price 

£6 18s. 9d. 








With flap for instruments and space for blood pressure 
apparatus. Four drawers and four bottles. Size 18 
Il. x 7° Price £10 10s. Od. 


Prices and particulars of other models on request. 


MipwiFeRY JQHNBELL«CROYDEN 


F Oo R C E P s Makers of SURGEONS’ INSTRUMENTS & HOSPITAL EQUIPMENT 


STAINLESS STEEL WIGMORE STREET : LONDON, W.! 
With and without axis traction Telegrens eared 


: epho: 
All types available “Instruments Wesdo London”’ WELbeck 5555 (20 lines) 
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tr inistratio® of plas 
a 


YN free 
with the 


Indicated in haemorghagic and traumatic 
shock, burn injuris, paralytic ileus, 
obstetrics and gyn@cology, and in all 
conditions associa with abnormal 
changes in the circufiting blood volume. 


PROPHYLAXIS 
and 
TREATMENT OF SHOCK 


BENGER LABORATORIES LIMITED HOLMES CHAPEL @ CHESHIRE @ ENGLAND 
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/ Benger Laboratories = 


— 


— \ 
ieee eee 
‘HYALASE’ 

*eee 
a preparation of the enzyme hyaluronidase ex- * Hyalase s also widely used to facilitate local 


tensively employed as an aid to subcutaneous rehydra- anaesthesia in obstetric and orthopaedic practice and 


tion therapy is of particular value in infants. has recently been found of value in plastic surgery. 


Details of these and other applications are obtainable on request. 


BENGER LABORATORIES LIMITED HOLME CHAPEL CHESHIRE « ENGLAND 
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PEPTIC 
ULCER TREATMENT 


Recent Clinical Evidence 


Extracts from ‘ Medicine Illustrated,’ February, 1952, pp. 60, 61 
and 81 


Results of Clinical Trials, Wilson Hospital, Mitcham 


“*. . . Bismuth is of value because in sufficient dosage it antagonizes 
the acid factor much more than any other of the accepted antacids 
. .. and bismuth does coat the stomach with a protective layer to such 
a degree that healing of the ulcer in the stomach or duodenum 
occurs. :..” 

=——@® 

**. . . In our view, because of its actions both as an antacid and as 
a medicament for coating the gastric and duodenal mucosa, bismuth 
subcarbonate takes pride of place in the modern treatment of 
ulcerative conditions of the stomach and duodenum... .” 


‘“... Bismuth . . . is the most useful antacid—.Bismuth . . . causes 
the ulcer to be coated and allows the natural healing processes to con- 
tinue unhampered by either chemical or mechanical factors”’ 


; o~ 
Extract from ‘ British Medical Journal,’ February 10th, 1951, p. 292 

“*... The peptic ulcer patient can be helped by substituting for 
milk a protective emulsion with no food value, such as—Bis. 
Carb. gr. 40 (2.6 g.), Mag. trisil. gr. 20 (1.3 g.), Mucil. Acac. q.s., 
Tinct. aurant. min. 10 (0.6 ml.), Aq. ad $ oz. (14.2 ml.). The Bismuth 
forms a protective pellicle and can be seen on the surface of an ulcer 
long after the stomach has emptied itself. 





Free samples of Bismuth Carbonate are available to Hospitals 
and members of the Medical Profession for trial purposes 


Full details of above treatment, and literature on Bismuth Therapy available from:- 
BISMUTH RESEARCH DEPARTMENT 


MINING & CHEMICAL PRODUCTS LTD 
376 Strand, London, W.C.2 
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cat ‘COMPOUND AMINACRINE TULLE 


Prescribe 
CIMLAC 


GAUZE 
by name 


For the routine treatment of burns, 
wounds and varicose ulcers 
CIMLAC GAUZE is rapidly 
becoming recognized as a most 


effective antiseptic and healing agent. 


For the control of local pathogenic 
infections due either to Gram- 
positive or Gram-negative 
organisms, CIMLAC GAUZE is a 
valuable and economical alternative 
to the more expensive sulpha drugs 
and antibiotics and does not, as in 
the case of these drugs, encourage 


the development of resistant 
pathogens. 
In the treatment of chronic varicose 
ulcers and pressure sores CIMLAC 
GAUZE makes a valuable 
contribution to healing and, in 
conjunction with supportive 
measures, ulcers which have 
resisted other forms of therapy have 
healed with remarkable rapidity. 
FORMULA: Aminacrine Hydrochlor 0.1 
Hexylresorcinol o.1 
in a sterilized glyco-gelatin base 


° Conteening to the specification for Sumgayas Aminacrine Tulle of the Drug Tariff 
y 


published the Ministry of Health. 


Literature available on request from the Medical Department 


CALMIC LIMITED 


MANUFACTURING CHEMISTS 


CREWE - Tel. 32515 











barbiton. B.P. } gr 











‘ERYTHIN’ 


Brand 


TABLETS 


RATIONAL SYMPTOMATIC TREATMENT OF 
ANGINA PECTORIS and CARDIOSPASM 
Prepared with a chocolate basis, each tablet contains Liq. Glyceryl. 
Trinit. B.P.C. 4 min., Erythrityl. Tetranit. Dil. B.P.C. } gr., Pheno- 
Tine rapid action of Glyceryl Trinitrate is 
supported hy che more prolonged effect of Erythrityi Tetranitrate, 
with Phenobarbitone as a sedative. 
In bottles of 25, 100, and 500 tablets 


Samples and literature are available on request 


Cc. J. HEWLETT & SON, LTD. 


Manufacturing Chemists 
35-43, CHARLOTTE ROAD, LONDON, E.C.2 
and at 216, ORR STREET, GLASGOW, S.E. 


a 
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TO DOCTORS 


who have to 
advise mothers 
on baby feeding 


The meat broths, vegetables and 
fruits prepared by Heinz for infants 
of 3 months and onwards are mor 
valuable, from the nutritional stand 


poirt, than such foods are when 


prepared at home. 
Literature in amplitication of this 
statement, and samples, will be sent 


on request. 
Pleas write fo 
H. J. HEINZ COMPANY LTD 
Harlesden, London, N.W.10 


rhere are 16 varieties ot 
Heinz Strained Foods 








Registered 
THE SAFEST AND BEST PREPARATION OF 
OPIUM 
Nepenthe contains all the constituents of 
opium and has been prescribed for over 100 
years. it has been found by generations of 
practitioners to be the best preparation of 
opium, as it does not cause the unpleasant 
after-effects usually attributed to opiates. it 
can be given over a considerable period and 
the effect remains invariably constant. 


Packed in 2-02, 402. 8-oz. and iéoz. 
bottles, and for injection in j-oz. rubber 
capped bottles, sterile, ready for use. 


(FERRIS ) 


& Co., Ltd. 
BRISTOL 


Telephone Bristol 21381 
Telegraphic Address FERRIS, BRISTOL 

















CREATION OF 
THERAPEUTIC MISTS 
AND THEIR PASSAGE 
FROM ATOMIZER TO 

LUNGS 


W. E. COLLISON 


A short article briefly and 
comprehensively covering the subject 


Posted upon request 


Issued by 
THE [INHALATION INSTITUTE LIMITED 


87 Eccleston Square 
London, S.W.1 


TELEPHONE : VIC 1676 
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q markedly effective Ointment 


In Sycosis, Impetigo & Staphylococcal Skin Infections 
and allied conditions ; 


Long recognised by skin 
specialists as a specific for 
sycosis “ QUINOLOR ” Com- 
pound Ointment, Squibb, pos- 
sesses remarkable antibacterial 
and tissue-healing properties. 
«Now an established favourite 
for the speedy relief of super- 
ficial lesions in sycosis barbe 
and vulgaris, tinea sycosis, 
impetigo, epidermophytosis of 
the toes, etc. Varicose ulcers 
and bed-sores are also among 
conditions which are reported 
to have derived benefit from 
the tissue-repair promoting 
properties of the chlor-hydroxy-quinolin as well as the pro- 
longed liberation of oxygen from the benzoyl peroxide 
contained in the soothing antiseptic base of this preparation. 


= QUINDLOR °° 


and 16 oz. jars 


Clinical sample and literature on request 


E. R. SQUIBB & SONS 
Manufacturing Chemists to the Medical Profession 
17, OLD BOND STREET, LONDON, W.1. 


Established in New York in 1858 
NOW MANUFACTURING AT SPEKE, LIVERPOOL 


DDD DSDDSDS DOS DDDDH- LRG 
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CLIN TTEST avaitani on the N.H.S. 


-Fq 


Ea 


Simple. reliable ‘Clinitest’ (Brand) 
Sets and Reagent tablets, essential in 
modern diabetic treatment, comply 
with the official specifications for 
appliances and reagents for urine- 
Sugar analysis which may be pre- 
scribed on Form E.C.10. For accuracy 
and convenience this one-minute, no- 
heating, copper-reduction tablet test is 
unrivalled. The clear, unclouded col- 
ours of the test, easily matched against 
the sharply defined * Clinitest* colour 
scale, give patients every confidence 
in their readings, eliminating many 
unnecessary visits to the practitioner. 


" The dependable 


urine-sugar 
analysis set 








CLINITEST 


Approved by the Diabetic Association 
Medical Advisory Committee 


. - 10/- 


Complete Set, including 36 tablets . . 
Refill bottles (36 tablets) 
Supplies always available at all good-class chemists 


Medical literature available on request 
to the sole distributors 


DON S. MOMAND LIMITED 
58 ALBANY STREET, LONDON, N.W.! 


Manufactured by Miles Laboratories Ltd., 
Bridgend, South Wales, under license from 
Ames Company, Inc. 

25 
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NET FOR EVEN 
_ SUPPORT 


Lastonet stockings 
stretch equally well in all 
directions to afford the 
tissues even support. As 
the net expands and 
contracts it massages the 
limb with positive benefit 
to the vein walls. The 
dangers of varicosity 

are thereby reduced 

or the condition 

relieved if it 


MADE ONLY 
TO MEASURE 


E-L-A-S$-T-1I-C 
FEATHERWEIGHT NET STOCKING 
Measurement forms, full details and particulars 


of medical opinion from LASTONET 
CARN BREA, REORUTH, CORNWALL 





you concerned with 
the comfort of the mother, and the 
progress of the baby? Then you must read 
THE HUMALACTOR BROCHURE 
It tells of natural feeding. 


AN ENGLISH ACHIEVEMENT 


READING - ENGLAND 
4831-2-3 


GASCOIGNES - 
Phone: Reading 5067-8-9, 2273-4-5, 








F99: 


for spect ic Skin Disorders 


F 99,” available in Capsule, Liquid and Oint- 
ment forms, is a concentrate of essential fatty 
acids of the highest purity and standardised 
biological activity, proving most successful in 
the treatment of 


VARICOSE LEG ULCERS 
ADULT ECZEMA 
INFANTILE ECZEMA 
ACNE ROSACEA 
FURUNCULOSIS 
PSORIASIS 
etc. 


FOO 


F**99,"" is not advertised to the public. it has 
no N.F. equivalent, and may be prescribed on 
ECIO. Full information on request. 


International Laboratories Ltd. 
Dept. PRS, 18, Old Town, London, $.W.4 
MACauley 348! 
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THE citties MARK Ill 


anzsthesia apparatus 





After extensive clinical trials, here is the latest Gillies - 
equipment—compact as ever and readily adaptable to all 
conditions and all types of gas cylinder. 

The Gillies II] combines three different circuits in one 
—circle-type closed circuit -anzsthesia, continuous 
flow, and atmospheric air with the volatile agents. As 
with the Boyles Apparatus a Waters Absorber (not in- 
cluded) may be used for “to and fro” closed circuit 
administration. Incorporating acarbon dioxide 

absorber the Gillies Mark III is in fact the 

smallest complete apparatus that combines 

all these functions. Equally convenient on 

a stand or a table, for Service use it will 

fit in with emergency arrangements. 








Full details gladly supplied on request 


THE BRITISH OXYGEN CO. LTD LONDON & BRANCHES 


Incorporating A, CHARLES KING LTD. 


RHEUMATISM 


THE N UF F IELD and kindred ailments. 
FOUNDATION | Harrogate, the largest Spa in Great Britain, 


: is actively engaged in providing all types 
Medical Fellowships of physical treatment in connection with 
As part of its programme for the the rheumatic diseases and all types of 
advancement of health the Nuffield physical rehabilitation. Extensive altera- 
Foundation is prepared to award a tions are at present taking place, including 
number of fellowships to highly quali- the equipment of the establishment with 
fied medical men and women of the DEEP POOL THERAPY and medical gym- 
United Kingdom, usually between the | nastic facilities. 
ages of 25 and 35, who wish to train 
further for teaching and research ap- 
pointments in any branch of medicine. HARROGATE SPA 
Between equally qualified applicants 
preference will be given to those who Treats both private patients, under its 


— eT a de All - inclusive Treatment Scheme, and 
trial health, psychiatry, and chronic National Health patients. 


—- , | Medical enquiries as to cost, and how free 
mR .. . ap hg me =o be treatment under the National Health Service 
torn tne 5 sateen ameter lo ca ill be welcomed by— 
The conditions of these fellowships and the can be obtained, wi Y 
application forms are obtainable from the 


Secretary, The Nuffield Foundation, 12 and || € ROBERTS, MANAGER ~* SECTION 3 











| 
| 
| 
} 
} 
| 


13 Mecklenburgh Square, London, W.C.1. 


L.FARRER-BROWN || The Royal Baths 
Secretary of the Nuffield Foundation. | 
lH AR ROGATE 
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REPLACING 


muscular 
pain 
WITH 


power 


and movement 


PRAUMA and inflammatory conditions lead to a muscular spasm 
with associated pain and stiffness of the affected part. These 
symptoms are often out of all proportion to the useful results 
achieved by the immobility of that part, and can be reduced 
with benefit to the patient. Massage with the anti-spasmodi: 
cream Drenalgin Co. brings about this relief. 


Drenalgin Co. wow 


@ Contains adrenaline, ephedrine and camphor in a special base which 
quickly penetrates the skin. 


Produces rapid relaxation of muscular spasm with relief from pain. 
Restores mobility and function of the affected part. 


Leads to quick and permanent improvement in the majority of 
“Rheumatic” conditions. 


In 4 oz. dispensing pack. Not advertised or sold to the public 


Write for literature and free sample to: 


Stanning Propriotaries ded. 


If WATERLOO PLACE, LONDON, 8.W 
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When migraine strikes.... 





= 
avert the attack with 


FEMERGIN 


(ergotamine tartrate B.P.) 


Parenteral administration of Femergin relieves migraine attacks 





in 90 per cent. of cases: 0.25 mg. 
(0.5 ml.) should be injected intra- 
muscularly or subcutaneously as soon 


as the prodromal symptoms appear. 


Sublingual administration may be effective in attacks of moderate 





severity: 2-4 tablets of Femergin 
should be allowed to disintegrate 


under the tongue. 


Literature and samples available on request 


\ 


\ 


Ho? 


SANDOZ PRODUCTS LIMITED 


134, Wigmore Street, London, VW. 
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N.H.S PACKS 
Paraffin Gauze Dressings B.P.C. 


Individual dressings, 34" sq. packed 12 to a 
carton 

Tins of 5 Dressings 

Tins of 10 Dressings 

Tins of 36 Dressings 


Penicillin Tulle Dressings 


Tins of 10 Dressings 


Sulphathiazole Tulle Dressings 
Individual dressings, 34° sq. packed 12 to a 
carton 

Tins of 5 Dressings 

Tins of 10 Dressings 

Tins of 36 Dressings 








Brand E. LOSMNGS 


are now available in both N.H.S. and Hospital packs as follows 


HOSPITAL PACKS 


Paraffin Gauze Dressings 


Tins of 24 Dressings 3] sq. approx 
Tins of continuous strip 5 yds, x 8 


Sulphona Tulle Dressings 


Tins of continuous strip § yds. x 34 





Other particulars on application to 


CHAS. F. THACKRAY LTO 
10 PARK STREET, LEEDS AND 
38 WELBECK STREET, LONDON, w.! 
Manufacturers 
OPTREX LIMITED 


WADSWORTH ROAD . PERIVALE - MIDDLESEX 











INNERAZE — 


The in-built wedge for the treatment of flat feet 


There is nothing new about the use of a wedg- 
ed heel for the treatment of pronation, but 


the Inneraze method of applying it inside the | 


shoe is new and much superior. For the in- 
built wedge (of non-absorbent plastic) and 
the buttressed heel give a degree of correction 


the closest collab- 


that is as lasting as the shoe. Neither wear 


nor repair will alter it, and so the surgeon is 
relieved of much time-consuming supervi- 
sion. And at all times Inneraze is practically 


| from a normal 


indistinguishable 
shoe. Inneraze 
was designed, in 


oration with an 


eminent orthopaedic surgeon, by the makers 
of the very well-known ‘ Start-Rite’ shoes 
for children. ‘ Inneraze’ shoes are only sup- 
plied against a medical prescription 


INNERAZE shoes by cfARTRITE 


For illustrated leaflet and the names and addresses of suppliers, please 
verite to: The Managing Director, James Southall & Co. Ltd., 34 St. George Street, Hanover Square, London, W1 
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The Assurance of 


ae a CAZAP Support 




















oe) 
SS Zz Camp research assures correct 
therapeutic design. 
|_--4 b.1 Camp textile knowledge assures __ 
* anatomical supports of finest quality. 
/ | Camp educational department assures 
Y= regular training of qualified fitters. 

= | — a 
\ T AF Camp policy assures ethical dispensing. 
\_ “‘Taaal | 


<—s For your Library—The Camp Reference Book 


{-— F 
Siew: it 1 of basic designs available free on request. 
‘se | 
| : =) 
| | Senne 4 


CAMP ANATOMICAL SUPPORTS 


| ; S.H. CAMP & COMPANY LTD., 19 HANOVER SQUARE, LONDON, W.|! 


Mayfair 8575 (4 lines) FWSS5923 





To the psychologist a symbol is not merely a static sign 


but a dynamic experience. Similarly, to the clinician 
we 
the symbol * A.B.” portrays far more than can be 





expressed in rational words. The preference for 
Insulin A.B. in all parts of the world is based 
on trust and experience—on the knowledge 


that the mark “ A.B.” signifies all that can 


INSULIN A.B. be desired in quality and performance. 


INSULIN A.B. / 
(ipye 
Globin Insulin (with zinc) A.B ap 


Protamine Zine Insulin A.B. react wan 


Joint Licensees and Manufacturers —_—— —— 


ALLEN & HANBURYS LTD. : THE BRITISH DRUG HOUSES LTD. 
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In established nasal infections 


*‘PENDEX?’ provides 


prompt and 
prolonged 
vasoconstriction 


plu 


the potent 
bacteriostasis 
of penicillin 


Penicillin (unlike the sulphonamides) is not inhibited 
by the presence of pus, and has proved highly effective both in acute 
sinusitis and in flare-ups of chronic sinusitis. 
* Pendex ’ — providing the bacteriostatic action of penicillin, plus the 
aeration and drainage effected by ‘ Paredrinex’ — has proved 
particularly useful in such conditions. ‘ Pendex’ can be used to irrigate 
the sinuses, followed by the displacement technique ; 
or it may be administered by tampon. 


— the penicillin - vasoconstrictor for intranasal use 


Available in 15 mil. (4-oz.) bottles, on prescription only 


MENLEY & JAMES, LIMITED, COLDHARBOUR LANE, LONDON, S.E.5 


PYPI2 for Smith Kline & French International Co., owner of the trade marks ‘ Pendex’ and ‘ Paredrinex* 
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*DISTAQUAINE’ G 


brand 
the original British procaine salt of penicillin 


for use as an aqueous suspension 


vials of 300,000, 900,000 and 3,000,000 units 


*DISTAQUAINE’ susPension 


brand 
procaine salt of penicillin in ready-prepared 
aqueous Suspension 


vials of 10 mi. (300,000 units per mil.) 





for convenient penicillin therapy 


In these giant fermenters the 
final stage of growth of the 
Penicillium mould takes place 
under sterile conditions 


*DISTAQUAINE’ rorrtiriep 
brand 

procaine salt plus potassium salt of peni- 

cillin for use as an aqueous suspension 

vials of 400,000 and 1,200,000 units 


Available from 


Allen & Hanburys Ltd. 
British Drug Houses Ltd 
Burroughs Wellcome & Co 
Evans Medical Supplies Ltd 
Imperial Chemical (Pharmaceuticals) Ltd 
Pharmaceutical Specialities (May & Baker) Ltd 


* Distaquaine *, a trade mark, is the property of the manufacturers 











\ (BIOCHEMICALS) LIMITED 





SPEKE 





LIVERPOOL 
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NEW EDITION 











MARMITE 
YEAST Ext A summary 


in Medicine anc of informa- 

MARMITE tion on the 
in Medicine and Dietetics B vitamins 
with special refer- 
ence to the use 
of Marmite in 
preventive and 


fer the Mates! curative medicine 
and Scientific Wor 














For the Medical Profession 
and Scientific Workers only 


A copy sent The Marmite Food Extract Co., Ltd., 
free on request 35 Seething Lane, London, E.C.3 
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The First Name in Ocular Therapeutics 


Active against a very wide range of organisms causing ocular infections 
* Albucid ’ Eye Preparations are known and trusted wherever eye injuries 
and infections are treated. 

‘ ALBUCID’ EYE PREPARATIONS ARE AVAILABLE AS FOLLOWS 


EYE DROPS x EYE OINTMENT 
Sulphacetamide Sodium B.P., 10°,,, 20 Sulphacetamide Sodium B.P. 2) 
or 30°,, in sterile solution, packed with * or 10 i 


pipette in sealed bottles. x ‘Tubes of 4 Gm. (60 grain) and 25 Gm. 


sr . 
Bottles of 14 c.c. (fi. 02 Descriptive literature and samples available 
* on request. 


British Schering Limited 


229-231 Kensington High Street, London, W.8 telephone WE Stern 8111 





SBt/s2 
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CARDOPHYLIN is presented in:— 

namecae each containing 0.1 gm. 

Suppositories . . each containing 0.36 gm. 

Ampoules . . . for intramuscular injection 

containing 0.48 gm. 

Ampoules . .. . . for intravenous injection 

containing g.24 gm. 
eee fem 4 z “a 
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~E NEDIAMINE _ 


A preparation of established 
value as a dilator of the 
bronchi, the renal vessels and 
the coronary arteries. 


See Ae ae es ee yy 





iw. 





Cardophylin is =~ nsateued trade mark of the manaflesturere Whiffen & ‘Sone Ltd. 
ature is available on request to the distributors:— 





, BENGER LABORATORIES LTD., HOLMES CHAPEL, CHESHIRE. TELEPHONE 3112 
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Diuromil 


A RATIONAL THERAPY FOR ALL MANIFESTATIONS OF 


DIATHESIS and of DISORDERED PURIN METABOLISM 


The conjunctive action of salts of Piperazine and Lithium contained in Diuromil has twice 
the solvent and eliminative power upon Uric Acid of Piperazine alone. Diuromil maintains 
a normal “ pH.” by the action of its salts of weak organic acids. It promotes urinary anti- 
sepsis without risk of irritation by a carefully graded dose of Hexamine 


in OoI’ICATIOON S 


RHEUMATISM - CYSTITIS - GOUT - PYELITIS 
FIBROSITIS - ARTHRITIS 


The action of Diuromil is greater than the total sum of effectiveness of its individual 
components, 

Tartrate of Piperazine Citrate of Piperazine Hexamethylenetetramine 
Disodium Phosphate Salicylate of Lithium Benzoate of Lithium 
Effervescent Base 
which have a reciprocally enhancing effect as proved by tests in vitro and clinically in vivo 
Available in two sizes: Standard (approximately 3 oz.). Large 8 oz 
Literature and Samples gladly sent on request 


PHARMAX LIMITED 


THE ORGAN WORKS, OLD HILL, CHISLEHURST, KENT 
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Steve ta the 


Cletel WW’ 
ese neiee WERILOID. 


IN HYPERTENSION 


The patient with moderate hypertension, constituting the great bulk of hyper- 
tensives seen clinically, is the one that can benefit most from Veriloid. In his 
management, dosage is more simple, and the clinical response is as a rule 
excellent. 

By controlling hypertension in its earlier stages, much can be accomplished. 
Many organic changes directly related to a sustained elevation of blood pressure 
can be prevented, expanding the years of physical and mental usefulness of 
the patient. 

Veriloid—a distinctive, biologically standardised fraction of Veratrum viride 

-exerts its well-defined hypotensive action without sacrifice of postural reflexes 
so important for comfortable living. The average daily dose of from 9 to 15 mg. 
given in divided doses three times a day usually produces a significant, sustained 
reduction in arterial tension. For optimal results, dosage should be carefully 
adjusted to the needs and tolerance of the individual patient. 

Veriloid is available on prescription only through all pharmacies in 1.0 mg. 
tablets in bottles of 100 and SO may be prescribed on Form E.C.10 without 
restriction. Literature available on request. 


RIKER LABORATORIES LTD - 29 Kirkewhite Street - Nottingham 
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to help 
your acne patient 
get back 


‘ Eskamel* helps the young 
acne patient, worried about her 
| appearance, to regain 


| self-confidence quickly because : 


1 * Eskamel’ is delicately flesh- 







tinted and masks unsightly lesions ; 
3 moreover it harmonizes so well with 
the skin that it is virtually 


invisible in use ap fy 
wyUy / 
| SKS j 

; , ——— / 

2 ‘ Eskamel ’ is rapidly effective. 

It usually brings definite 


improvement — not in months or 


weeks, but in a matter of days. 


Formula : Resorcinol 2°,, Sulphur 


é 5 | 
S d i p 8°.,, in a stable, grease-free, flesh- 
tinted base. 


a significant advance in acne therapy 


MENLEY & JAMES, LIMITED, COLOHARBOUR LANE LONDON S.&.5 


for Smith Kline & French International Co., owner of the trade mark ‘ Eskamel’ 
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—— DICALOSSA - 


For the substantially increased 

requirements of the mother for 

these ingredients during preg- 
nancy and the puerperium 


Each tablet contains 
Dicalcium Phosphate 4.25 grains 
Exsiccated Ferrous Sulphate 1.34 grains 
Calcium Gluconate 3.40 grains 
Calciferol (Vitamin D) 333 international 
units 


Supplied in bottles of 100 tablets 


Professional samples available on request 


G. W. CARNRICK CO. 


Distributors 
BROOKS & WARBURTON, LTD. 
232-242 VAUXHALL BRIDGE ROAD, LONDON, S.W.! 
lelephone : VICTORIA 1282 


_|n the symptomatic treatment of. 


“ WHOOPING-COUGH— 


SYRUP PERTUSSIS 
Cey-\:7-11 


WILL CONTROL THE PAROXYSMS 


Syrup Pertussis (Gabail) is additionally most effective 
in reheving chronic bronchitic coughs and obstinate 
tracheitis. Moreover, the medicament’s action in con- 
trolling the paroaysms is reinforced by its intrinsic gentle 
sedative properties to ensure proper rest when the cough 
is Of nocturnal occurrence. 


®@ Syrup Pertussis has no side effects and 
can safely be given to patients of all ages 


informative Literature and Samples from the Distributors 


THE ANGLO-FRENCH DRUG CO. LTD. 


11-12 Guilford Street, London, W.C.] 
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PEPSIN AND ACID, although not 
the ultimate cause of peptic 
ulcer, create the corrosive medium 
which prevents the healing of the 
ulcer and jointly make possible its 
continuance and recurrence. 
The fundamental factor is, there- 
fore, to control the action of pepsin 
in a highly acid medium and 

to create an environment which 
permits the ulcer to heal. 
Gastric corrosion can be stopped 


instantly by “ALUDROX’ therapy 





THE PRACTITIONER 


Fundamentals 


which neutralises excess acid and 
partially inactivates pepsin but 
leaves the stomach in a sufficiently 
acid condition to allow normal 
protein digestion. ‘ALUDROX' 
promptly relieves pain and in 
conjunction with a bland diet and 
rest ensures rapid healing of 


the ulcer. 


‘ALUDROX, is available in two forms: 
as an amphoteric gel in 6 oz. and 12 oz. 
bottles and as tablets in boxes of 60. 


‘Aludrox’ Aluminium hydroxide gel 


Trade Mark 


JOHN WYETH & BROTHER LIMITED, 
CLIFTON HOUSE, EUSTON ROAD, LONDON, N.W.1 
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When anxiety 


makes life a 


To the patient suffering from emotional 
imbalance, the ordinary problems of 
everyday life can appear insuperable, and 
physical symptoms may also develop. 
The elimination of possible causes — 


economic, social, or domestic —-is not 


burden... 


always practicable ; tactful reassurance 


must often be enhanced by active 


therapy. In cases of depression assoc- 
iated with anxiety ‘ Drinamyl’ induces 
of relieves 


a sense tranquillity and 


mental and emotional distress 


"DON AYN’ 








*DRINAMYL’ TABLETS 


Available, on 
mly, in bottles of 25 tablets 
5 mg 


prescription 


Each tablet contains 
dextro-amphetamine sulphate 
* Dexedrine’) and 32 mg 


gr. 4) amylobarbitone rent & 


MENLEY &€ JAMES LIMITED Coldharbour Lane, London 
ef Fre 


is remarkably helpful 


Samples and further information are a@ailable on request 


$.E.5 


hl uternat al ¢ er he trade marks Drinamyl &° Deredrins 
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Clinical package gladly sent on request 


SHARP & DOHME LTD., HODDESDON, HERTS. 
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How to reduce 


the ‘Time-Lag’ in the treatment 


of Rheumatism 


Despite half a century of painstaking research, there is 
still no unanimity of opinion regarding the causation of 
rheumatic diseases. Treatment is therefore necessarily 
symptomatic and directed to the relief of pain. 

Massage has long been the treatment of choice. But 
in severe cases adequate massage cannot as a rule be 
begun at once; the affected muscles are too taut and 
tender. Days or even weeks may have to elapse before 
the patient can benefit from the stimulating effects of 
deep massage. ; 

This ‘ time-lag’ has now been eliminated by the use of 
Lloyd’s Adrenaline Cream. 

Gentle massage over the affected myalgic spots with 
this cream brings rapid relief from pain and permits of 
more intensive treatment than would otherwise be 
possible. 

Supplies of Lloyd’s Adrenaline Cream are now 
available through Boots, Timothy Whites & Taylors, 
and all pharmacists. 


—jtoward Lloyd + Co. Ltd. 


11 Waterloo Place, London, S.W.] 





Makers of Fine Pharmaceuticals since 1880 
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PEPTIC ULCER THERAPY 


/ Successful 
/ Ambulatory 
Treatment 








SUCCESSFUL AMBULATORY TREATMENT of peptic 
ulcer has been achieved in clinics and hospitals in several countries for over 
seven years by the use of ROBADEN—a gastro-intestinal extract. Clinical 
reports have been published on hundreds of cases which have benefited from 
this substitution therapy which provides the substances lacking in the stomach 
and duodenum in peptic ulcer. Results achieved by ambulatory treatment with 
ROBADEN usually come near to those obtained by stationary rest—diet cures. 
ROBADEN was introduced in 1944 and reports of its value in peptic ulcer are 
now being further confirmed by similar experiences of physicians in Great 
Britain. 

Symptomatic improvement is often evident after the first few injections. The 
treatment consists in the use of ampoules and tablets. Ampoules are supplied 
in separate form for gastric and duodenal ulcers. Full details and clinical 
references on request. 






N PRODUCT OF ROBAPHARM LTO 


The Robaden trade mark is the property 
of Robapharm Laboratories, Basle, Switzer 
land, manufacturers of biological specialities 
to the medical profession 


Distributors in the United Kingdom and Eire 

WARD, BLENKINSOP & CO., LTD 

6, HENRIETTA PLACE, LONDON, W.2 
Telephone : Langham 3185 


A full treatment of ROBADEN will be sent to doctors for clinical use on request 
Please state whether for gastric or duodenal | ulcers. 
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ee — PENICILLIN 
fF 


snc Saai a ecnananle 


ng fav 
ns are now giving 
single daily dose 
DURACILLIN A.S."*—an aqueous suspension of 
procaine penicillin G—the antibiotic is slowly released into 
the tiss and a dose of | c.c. every 24 hours provi 
adequate therapy for most infectior * DURACILI 
also possesses other important advantages—it is relativ 
free from potential allergens, less pressure is required 
ection t t pensions and 
to inject 
RACILLIM AS.” 


th usy 


Regs 


DURACILLIN.A.S. 


PROCAINE PEMICILLIN—G, AQUEGCUS SUSPENSION 


PRESENTATION Rubber-stoppered ampoules of 10 c.c. 
(300,000 units per c.c.). In boxes of | and 10 ampoules 


ell LHLLyY AnD COMPANY LIMITED, BASINGSTOKE, HANTS 
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: the debility which is an inevitable 
i legacy of a winter characterised by 
epidemics of influenza and measles 
; requires an efficient tonic as an 
essential first step towards recovery. 
Here is a tonic containing glycero- 
phosphates, iron, manganese, 
caffeine citrate, tincture of nux 
vomica and vitamin B, in a pala- 
table and easily assimilated form: 


. the Wont 
COLLOTONE 


Packings: 4 0z., 8 oz., 80.0z. Literature will gladly be supplied on request. 





Gm: CROOKES LABORATORIES LIMITED + PARK ROYAL - LONDON ~- N.w.to ) 








ANNOUNCEMENTS 


‘No need to be afraid 





Modern analgesia has enabled the obstetrician to give much-needed confidence to 
_ the nervous primipara. In the antenatal clinic, an introduction to the simple and 
effective apparatus which she will use, can assist greatly in allying the fear of pain. 
,, Today, the outstanding value of ‘ Trilene* in labour is widely recognised. A 
_ pleasant and efficient means of producing deep and constant analgesia, it is safe 
. for both mother and infant, and is administered in various types of compact and 
portable inhaler. There are no contra-indications, and recovery is rapid with no 
unpleasant after-effects. The advantages of ‘ Trilene * Gneigesin Goat Bw fendy 
co-operation of the patient.. 


‘TRILEN E’ 


Trichloroethylene Trade Mark 


se As in Obstetrics 


Literature and eee ee See £6 Btn ee 
London. Bristol, Birmi Ohanoe, Eillabenghs Betfest 


IMPERIAL CHEMICAL (PHARMACEUTICALS) LIMITED 
4 subsidiary company of Imperial Chemical Industries Limited Wilmslow, Manchester 








XLVI THE PRACTITIONER 








Carbohydrate Dyspepsia 
and 
The General Practitioner 


No. 4 of a series of monographs on diet, summarising recent 


trends of medical opinion. 


7 Previous monographs are 
: 1. OBESITY and the General Practitioner 
2. SALT RESTRICTION and the General Practitioner 
3. PEPTIC ULCER and the General Practitioner 


Available without charge to medical practitioners 

) on application to: 

ENERGEN DIETARY SERVICE (Dept. C.45) 
65, Pound Lane, Willesden, N.W.10 





4 A ring at your bell 


. «+» may signify another elderly rheumatoid 
patient seeking relief from pain. 
A combination of Acetylsalicylic Acid, Phenacetin 


and Codeine may be your Analgesic of choice; 
this is found in HYPON TABLETS, with the 
addition of Caffeine as an anti-depressant and a fractional dose 
of Phenolphthalein to overcome Colonic Stasis, a side effect so 
often associated with prolonged administration of Analgesics. 
HYPON TABLETS are well tolerated and rapidly disinte- 
grate, thus full therapeutic effect is assured. 










FORMULA 


May be free! Acid. Acetylsalicyl 40.22 
prescribed Phenacet 48.00 
Caffeim 2.00 
Codein. Phosph. 
B.P. 0.99 
Phenolphthal 1.04 
Literature on request from TABL E Excip. 7.38 "4 


Eache ablet 8 grains 





the Medical Department 


CALMIC LIMITED - MANUFACTURING CHEMISTS - CREWE - Tel. 32515 
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A ie of the Chloromycetin plant and Research 
Unit at the Parke-Davis Laboratories, Hounslow , 











A New Era... 


The synthesis of Chloromycetin in the Parke-Davis Research 
Laboratories and its subsequent production on a large-scale 
manufacturing basis by a synthetic process marked the beginning 
of a new era in chemotherapy. Now that this life-saving drug is 
freely available, clinicians throughout the world are acclaiming 
its success in an impressive range of infections. Many previously 
intractable conditions can now be controlled by this single 


therapeutic agent. 


CHLOROMYCET IN’ 


THE FIRST SYNTHETIC ANTIBIOT 


Physicions are invited to send for detoiled literature 


PARKE. DAVIS HOUNSLOW, MIDDLESEX 
& COMPANY, LIMITED ae Oe tha 
Inc. U.S.A. 
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Manufactured under 
strict technical con- 
trol. Each batch 
is pharmaceutically 
assayed. 
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HEXOPHENE 
Surgical Soap is 
supplied only against 
medical prescrip- 
tion. It is not sold 
direct to the lay 
public. 











A Notable Advance 











in Aseptic Technique 


For the surgical scrub; pre-operative and post- 
operative preparation of patients’ skin; general 
hospital use; and for routine prophylaxis 
in the reduction of pyogenic skin infections. 


Extensive clinical research has clearly 
established that regular use of soaps con- 
taining 2% hexachlorophene, a new chio- 
rinated bisphenol, reduces the resident 
bacterial flora of the skin to about 5% of its 
ordinary level. And, further, that this low 
total flora is maintained during, and for a 

iod after, regular daily use. 

is bactericidal effect derives from the ad- 
sorption of hexachlorophene by the skin 
during the wash. HEXOPHENE Surgical 
— incorporates 2% hexachlorophene, 
combined with an anionic wetting agent, 
in a bland, emollient soap-base especially 


prepared for surgical use. It 
quickly lathers in any water. 

By the regular use of HEXO- 
PHENE Surgical Soap the routine 
10-minute pre-operative scrub can 
safely be reduced to 3 minutes and 
the scrub-brush and alcohol rinse 
eliminated. Brief use between op- 
erations maintains the low bacterial count. 
HEXOPHENE Surgical Soap may also be 
used advantageously for the preparation of 
patients’ skin in elective surgery; as an 
effective prophylactic in decreasing the in- 
cidence of pyogenic skin infections; in ob- 
stetrics (particularly domiciliary); for 
minor surgery (casualty and accident 
rooms); for general ward use and in gen- 
eral practice as a safeguard against contact 
infection: and in the field of industrial 
health, HEXOPHENE Surgical Soap is 
economical in use and shows substantial 
saving both in time and material costs. 


~ HEXOPHENE 


Surgical Soap (HH&Co) 


(Containing 2°, hexachlorophene combined with an anionic wetting agent) 


Literature and free Full-Size Clinical Sample gladly on request 


HOUGH, HOSEASON & CO. LTD 


ATLAS LABORATORIES 


CHAPEL STREET - MANCHESTER 19 
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FOR YOUR 


PREGNANT PATIENTS 


a7 


“WITH NAUSEA AND VOMITING 


Nidoxital 
1s available in bottles 

of 20 and 100 capsules 
Original prescriptions should 
specify no more than 20 
capsules since this quantity 
is usually sufficient for 

complete control. Dosage 
one capsule 30 to 45 
minutes before meals in 
the usual case ; may be 
increased to 2 to 3 
capsules in exceptionally 
severe cases 


N 


For the 50% of pregnant women who suffer gastric 
distress. NIDOXITAL provides rapid relief. In almost 
all patients treated with NIDOXITAL, symptoms 
disappear within one to three days.* 


Nidoxital 


is rational therapy 


Since the problem is complex, NIDOXITAL provides 
five effective agents for a full range of therapeutic and 
prophylactic action : 

Benzrocaine — to diminish gastric excitability 
Nicotinamide — to reduce excessive peristalsis 
Pentobarbital sodium —to depress central excitability 
di-Methionine — to support normal liver function 
Pyridoxine —for fatty acid and protein metabolism, 
maintenance of nerve function and erythropoiesis. 
Pyridoxine is reported by many clinicians to have a 
favourable effect in nausea and vomiting of pregnancy 
and is a firmly established agent in treatment 

of this condition. 


LITERATURE ON REQUEST 


* The use of Nidoxital in Emesis Gravidarum 
Am. }. Obst. & Gynec. 59: 458, 1950 


Ortho Pharmaceutical Limited 


wy 


HIGH WYCOMBE + BUCKINGHAMSHIRE - 


ENGLAND 


Makes of Gynaccic Pharmaceuticals 
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Anew 










. analgesie 


, Synthesized in the Roche research 


laboratories, the compound 3-hydroxy 


‘ Yj, 

N-methyl-morphinan was found to have ” 

| = 
a greater anal gs sic eHect than i. 

e 

morphine. The drug has been given the 

re approved name me thorphinan. It has now 

4 been introduced under the trade mark 


at t ' 
More a onger-act 


i Effective by mouth 





¢ /-tartrate in tablets of 1. for oral use and 
amy es td ? g. ins c.c. for inject Tablets 
; 
n packings of 20a 2 Ampoules in packings of 6 and 50 


hiect ti D D ‘. Reg 
ROCHE PRODUCTS LIMITED 


cipsese Welwyn Garden City, Herts 


} 
3 


Ko? 


"ip 
oc 
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~~ HYPERACIDITY 


is a valuable adjunct in the medicinal 
treatment of peptic ulcer 


Gentle twostage control 
(1) Immediate neutralization of excess 
acid and prompt relief from pain 
(2) Prolonged adsorption and gradual 

neutralization of any further acid 
secreted 
Alimex is a pleasantly flavoured 
colloidal preparation of aluminium 
hydroxide with magnesium hydroxide. 
It corrects gastric hyperacidity, re- 
lieves gastro-intestinal irritation and 


Alimex acts without liberating 
carbon dioxide, so that there is no risk 
of acid rebound. 

After the administration of Alimex 
the stomach contents remain suffici- 
ently acid to permit normal digestion 
to proceed without interruption 

Bottles of 8 fl. oz. and in bulk for 
dispensing purposes 


ALIMEX 


ANTACID - 


ADSORBENT 


Literature, samples & further information from Medical Dept. 
BOOTS PURE DRUG COMPANY LIMITED NOTTINGHAM ENGLAND 
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undamental principles 


of pire Me design 


4 garment designed on Spirella’s Exclusive Principle supports the figure 
by supplementing the mechanical action of the abdominal and dorsal 
muscles. Even when muscles have become relatively toneless their natural 
action is reproduced with the aid of garments designed to have their 
fixed positions of support corresponding to the bones of the pelvis and 
spine. The soft tissues around the hips are moulded into pleasing 
curves and the intestines and other internal organs supported 
in their healthiest positions, without constriction. 





, 
For the sick-room, there is nothing better than 
Lucozade as a source of energy. This sparkling drink 
prevides glucose in one of the most refreshing and 
palatable forms yet devised. Once tasted, no patient 
will ever refuse it. Lucozade stimulates the appetite ; 
it is assimilated immediately and does not affect the 
most delicate digestion. For building up reserves of 


strength give Lucozade. 


| Bbteoysz:tel= 


AN IMPROVED £ORM OF GLUCOSE THERAPY 
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IMMOBILIZATION BY 
GYPSONA AFTER 
SKIN GRAFTING 
OPERATION 


These illustrations and the brief details 
below are of an actual case, where after a skin 
grafting operation, a Gypsona plaster of Paris 
cast was used to immobilize the patient. In 
such a case Gypsona is particularly convenient 
The bandages are ready for immediate use and 
are quick setting. Being evenly impregnated 
with a uniform content of plaster of Paris, they 
can be quickly formed into a strong but light 
cast — with a minimum of disturbance to the 
patient in the post-operative condition. 


CASE HISTORY: Boy received a burn 
covering 16% of body surface. Plasma trans- 
fusion started and the burn dressed with 
penicillin cream 


There was almost complete skin destruc- 
tion, and a fortnight later early granulations 
were visible through separating slough. Under 
general anesthetic, these were stripped off 
leaving a clean raw area. This was covered 
with split skin grafts which were fixed with 
crepe pressure dressings. The child was 
immobilized in a Gypsona cast. 

A week later, the cast was removed. 
100% take of grafts. Tulle gras dressings 
applied. Three weeks later the boy was 
discharged home, walking satisfactorily. 


OTHER SMITH & NEPHEW PRODUCTS 
USED IN THIS TECHNIQUE 


JELOWET (Tulle gras) is an open 
mesh gauze dressing impregnated 
with medicated soft paraffin contain- 
ing 1.225°, Balsam of Peru Its 
non-adherent properties prevent 
dressing trauma, making it particu- 
larly suitable for wound areas en- 
countered.in skin grafting 
operations 


ELASTOCREPE is Elastoplast cloth 
without the adhesive spread It 
therefore maintains uniform tension 
when stretched for long periods, 
keeping the pressure dressing firm 
throughout the immobilization 


Gypsona 


PLASTER OF PARIS BANDAGES 


Full details are available on request 
to the Medical Division, T. J. Smith & 
Nephew Ltd., Hull. 


GYPSONA, ELASTOCREPE and JELONET are made by T. J. Smith & Nephew Ltd, 


Hull. 


Outside the British Commonwealth, Elastocrepe is known as Tensocrepe. 
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Serene A 
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bronchial 
asthma | 
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Control of Franol has been found most effective 


in maintaining a constant control of the 


the bronchial asthmatic patient 


As well as ensuring relief of symptoms it 


provides confidence ; and this helps to solve 
i ht i problem which is so often psychological 
n g Dosage: One or two taken 


upon retiring. 


attack! 





Write for detailed 


medical literature to TRACE MARK 


BAYER PRODUCTS LTD., AFRICA HOUSE, KINGSWAY, LONDON, W.Ct 
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Headache 


No matter how obscure the cause 
of a headache, palliative relief is an 
essential of treatment. 
When the pain is removed, undivided 
attention can be given to causative 


factors. In all types of headache, ‘ANADIN’ Tablets provide 





a safe analgesic. 
A li 
Rapid in action and particularly well- Bucruntionst Chemical Company Led. 
olcrated, their anodyne action is Chenies St., London, W.C.1 


unattended by depression or nausea 2 





METHEPH 


Methylephedrine 
Hydrochloride 


for the Control of Enuresis 


When normal physical contro! of the bladder is defective, uninhibited reflex 
contraction can often be suppressed by ‘ Metheph,’ and full control of enuresis 
in children secured in 3 to 4 weeks 


The action of *‘ Metheph * is more prolonged than that of ephedrine, and it has 
fewer side-effects (B.M.J., 1950, Nov. 11, ‘ Enuresis *) 


The average dose required is one tablet (2 3 grain) at bedtime for children of 
3 to 6 years, and 1} to 2 tablets for older children 


* Metheph ° is also of great value in the relief of bronchial spasm and for the 
prevention of asthmatic relapses 


Metheph ° is issued in tablets (2 3 grain), in bottles of 25, 100, and $00 
|-N-Methylephedrine Freely prescribable under the N.H.S. Scheme 
Metheph’-Regd. Trade Mark Literature available on request 


MOORE MEDICINAL PRODUCTS LTD 


ABERDESee Oe etes $ ONDON 


LT 
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Proteolysed Liver B.P.C 


Indications : all forms of macrocytic anaemia, refractory 
anaemia, hypoproteinaemia, coeliac disease, sprue, 
anaemia of pregnancy and lactation, tuberculosis, 


debility, pre-operative and post-operative. 


Brochure supplied on request 


Paines & Byrne Lid 
Pabyra Laboratories, Greentord, Middlesex 


es) Tele 


Pioglas 
VITA-E 75 1.U. 


GELUCAPS 


(Vitamin E ) 
in the treatment of 


Cardiovascular-Renal Diseases 


Each Gelucap contains a concentrate of natural esters (d,alpha-tocopherol 
acetate) from vegetable oils, type VI, equivalent to 75 mgm. d.l. alpha- 
tocophery! acetate). 


This therapy is today extensively prescribed in the U.K. 
Alse available a complete range of endocrine and endocrine-vitamin pre- 
parations including BIOGLAN-A/R capsules for rheumatism, arthritis, 


rheumatoid-arthritis and fibrositis (based on the same cortical principle as 
CORTISONE and ACTH). 


THE BIOGLAN LABORATORIES LTD., HERTFORD, HERTS. 


Tel. Add “ BIOGLAN TOLMERS” : » 9537 
_ “ Literature on request Phene: CUFFLEY 213 
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Issued in 
containers of 

50 tablets each 
containing § mg. 
amphetamine 
*‘Benzedrine’ Tablets — 


in: Enuresis 


Behaviour Disorders 
of Children 


Tablets 


Narcolepsy 
Psychopathic States 
Depressive States 
Alcoholism 


Post-encephalitic 


Parkinsonism 


Dysmenorrhoea 
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A wide range of conditions that 
are frequently encountered in 
everyday practice respond 
remarkably well to ‘ Benzedrine’ 
rablets. Stimulation of the 
central nervous system is their 
essential therapeutic need ; it is 
achieved safely and effectively by 
* Benzedrine ’ Tablets which are 
rightly regarded as a fundamental drug in medicine 
Literature is available on request. 


MENLEY & JAMES, LIMITED 


*Benzedrine’ Tablets 


Coldhart ri London, S.E.5 
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When Cons tyration 


and Nyperacidity 
. 2 : are concurrent —~ 


4 ~— —ad they usually ARE cee 


1 oS - 
ii — , : ; 
— In the treatment of chronic constipation, 


particularly where it is associated with gastric hyperacidity, 

‘Mil-Par’ provides a reliable antacid laxative of unvarying 

efficacy. 

A balanced combination of ‘ Milk of Magnesia’* with a 

F selected grade of medicinal paraffin, ‘ Mil-Par’ neutralizes 
excess gastric acidity and checks the development of acid 
conditions in the lower alimentary tract. In the intestine, 

f where it readily permeates the faecal mass, ‘ Mil-Par’ softens 
the bowel content and provides both lubrication and gentle 


* 


stimulation. 

‘Mil-Par’ is specially to be recommended during convalescence 
after operation or protracted illness; for infants and children, 
expectant and nursing mothers. 


 ~MIL-PAR’ 


*eEeco 


ANTACID LUBRICANT 


\vailable in 8 oz. and 16 oz. Bottles 


Whe Cha A dps 0 hemial CL 


1, WARPLE WAY, LONDON, W.3, 


* “Milk of Magnesia’ is the trade mark of Phillips’ preparation of magnesia. 
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STRAINS ; : 
& A new approach to Vaso-Dilatation 
SPRAINS 


New powerful penctrative agent ensures 
subcutaneous penetration of histamine 
It has long been recognised that histamine, in dilating 
the capillaries, acts as a pain-reliever. In * Algipan’ the 


difficulty hitherto experienced in applying the drug to the 





subcutaneous layers without injection has now been over- 





come. The potent penetrative agent methyl nicotinate 
lhe penetrative, warming 
and pain-relieving proper- 
ties of * Algipan’ bring 
rapid relief. *Algipan’ is a 
the glycol salicylate and capsicin. ; : 
_ pleasant non-greasy, water- 


enables surface applications of histamine to reach the 
deeper tissues, where it promotes an increased flow of 
blood and relieves pain A comforting rubefacient 
action is exerted by 
6 ‘a 9 soluble cream, and only very 
Alg ipan gentle rubbing is needed. 

®*Trade Mark 


JOUN WYCTH & BROTHER, LID. CLIFTON HOUSE, EUSTON ROAD, LONDON, N.W.1. 
* The Trade Mark is the property of Laboratoires Midy, Paris. 








” CYCLOSPASMOL 2 
UV (B.S. $72) (SPASMOCYCLONE) ©) 
Ww (Mandelic acid ester of 3.$.5-trimethyicyclohexanol) 

us CH2 CH = 
ib OH HHT? a 
S | H n 
: a n 
° H H 9 
z 0 HH 7) 
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Extensive clinical tests have established Cyclospasmol as a very effective 
anti-spasmodic agent, especially in peripheral vascular diseases. Its toxicity 
is extremely low. 

Indications: Buerger’s disease, Raynaud's disease, Migraine, Diabetic gangrene, Arteriosclerosis, 
Angina pectoris, Spastic conditions of the retinal vessels, Nocturnal cramps due to venous obstruction 
Packings: Bottles of 20, 50 and 250 x 100 mgm. tablets 

Samples and literature on request. Can be prescribed on E.C.10 

(N.V. Koninklijke Pharmaceutische Fabrieken v/h Brocades-Stheeman and Pharmacia, Amsterdam) 


Distributors for Great Britain 


CAMDEN CHEMICAL CO. LTD., 61 GRAY’S INN ROAD, W.C.I 
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NATIVELLE’S DIGITALINE 


Successful Clinical Practice spreading over many years is proof of the trust- 
worthiness of THE ORIGINAL PRODUCT. Standard works on cardiology 
and current medical literature contain numerous references to the unfailing 
reliability and constant activity ofp NATIVELLE’S DIGITALINE. Litera- 
ture, charts and samples will gladly be forwarded on request. 

Supplied in the following forms 













TABLETS (Pink 0.1 mg. (1/600 gr. 
TABLETS (White 0.25 mg. (1/240 gr 
oe ES 0.2 mg. (1/300 gr 






For intramuscular and intravenous injection 


OUABAINE ARNAUD 


May be relied on for constant therapeutic effect whenever Strophanthus preparations 
are indicated 







Supplied in = following forms 
ABLETS 2.8 mg. (1/24 ger 
AMPOU LES (intramuscular injection 0.S mg. (1/220 gr 
AMPOULES (intravenous injection 0.25 mg. (1/240 er 





All forms of Nativelle’s Digitaline & Ouabaine Arnaud are exempt from Purchase Tax 
74-77 WHITE LION STREET 19 TEMPLE BAR 
LONDON, N.1 DUBLIN 























“Yor prompt effect in the menopause Pf 
estrogen + therapy 4 


is not enough.. 






MENOPAX 


tablets combine 


ETHINYL CSTRADIOL 
= SAFE SEDATIVES 


= ; Formula: tEthinyl Gstradiol 0.01 mg 
++Carbromal B.P.C. 45 mg ++Bromvaletone BP « 1S meg 













Sher dichally ealeactie kn ethane cf deo tote. = 









HHUIM 


“MENOPAX ™ has no B.P., B.P.C. or N.F equiva 
lent and may be freely prescribed as it complies with | 
the relevant recommendations of the Cohen Report. 
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Clinical samples and literature on request 


CLINICAL f& PRODUCTS iro. RICHMOND ENGLAND 


IN EIRE: H. J. R. MAYRS & CO., 115 GRAFTON ST.. DUBLIN 






the couse : 
@strogen deficiency 
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REGULAR HABITS are undoubt- 
edly the basis of 
bowel movement in the normal! 
Unfortunately, with 


satisfactory 


individual. 
changes in routine, during illness 
or convalescence, or due to rush 
of work and social activities, the 
habit time of bowel movement is 


often lost and constipation follows, 


Once lost this habit time is not 


easy to regain, but insistence on a 


regular effort and the provision of 
sufficient bulk to stimulate peri- 
stalsis will do much to help in 
its recovery. 


*PETROLAGAR” provides soft 
bulk and achieves a comfortable 
bowel movement without griping. 
Gently but surely ‘PETROLAGAR’ 
helps the return to habit time. 

Issued in two varieties: Plain, 
and with Phenolphthalein. 


*PETROLAGAR’ Emulsion 


Trade Mark 


JOHN WYETH & BROTHER LTD., CLIFTON HOUSE, BUSTON ROAD, N.W.1 Wyeth | 
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The bhronica bly = : 


The overworked patient is familiar to every doctor. He cannot concentrate 
in his office, yet his sleep is disturbed by the intrusion of business worries 
He suffers from morning depression, and vague gastro-intestinal symptoms 
appear. In these circumstances, a course of ‘ Neuro Phosphates’ will prove 
beneficial by restoring bodily and mental vigour. 


Recommended dosage : T7x0 teaspoonfuls, with water, t.1.d. before meals. 


BA gly BA me 
‘Neuro Phosphates’ - AG yk @ 


(‘Eskay’) ®%% 2 CARS F et 


+++ prescribed so widely because it works so well 


MENLEY & JAMES, LIMITED, COLDHARBOUR LANE, LONDON, S.E.s5 


for Smith Kline & Fr ench International Co., owner of the trade marks‘ Neuro Phosphates’ & * Eskay’ 
NP42 
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CORYZA 


RHINITIS 


SINUSITIS 








Advertised and Introduced ONLY to the 
Medical Profession 


RHINAMID BaiLty 


Aqueous isotonic solution of 
Sulphanilamide, Ephedrine, and a Local Anaesthetic 





TREATMENT AND PROPHYLAXIS of Rhino-pharyngeal 
affections by Local Sulphonamide Medication 





PACKINGS—Bottle of 35 c.c. fitted with dropper 
Bottles of 8 and 80 fluid ozs 


Dispensing packs 
Clinical Sample and Literature sent on request 
BAILLY LTD., LONDON 
Sole Concessionaires: BENGUE & CO. LTD. 
Manufg. Chemists, Mount Pleasant, Alperton, Wembley, Middsex. 








“SANOID” 


STERILIZED 
SURGICAL 
CATGUT 


Over forty years experience is behind the 
manufacture of ““Sanoid” Sterilized Surgical 
Catgut. Our capacity has recently been con- 
siderably increased to enable us to fulfil 
increased demand. 

TENSILE STRENGTH: “Sanoid” Surgical Catgut 


easily surpasses official requirements for minimum 
average strength 


GAUGING: Bvery strand of “‘Sanoid” Surgical Cat 
gut has been checked at four points by dial micrometer 


Prepared under M.O.H. Licence No. 40 


FLEXIBILITY: Heat treatment necessarily tends to 
make catgut to some degree wiry and brittie due to loss 
of moisture, but the composition of the solution in 
which “Sanoid™ Surgical Catgut is tubed is such that 
the maximum possible strength and flexibility are re- 
stored to the gut and retained by it under long storage 
periods 


SMOOTHNESS: “Sanoid™ Surgical Catgut is of great 
smoothness but at the same time holds securely on 
the knot 


STERILITY: *Sanoid” Surgical Catgut conforms to 
the stringent bacteriological tests for sterility as laid 
down by the Ministry of Health in the Therapeutic 
Substances Regulations 


We invite your inquiries for Catgut and other Surgical Ligatures. Samples provided with pleasure. 


A PRODUCT OF CiuxsonGorhahds lz ltl OLDBURY BIRMINGHAM 
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FERROUS GLUCONATE 
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May be 
fi reel y 
presc ribed 


The need for a more suitable form of iron 
for the treatment of iron deficiency anamias 
of pregnancy is evident from a recently 
published survey on 2,000 pregnancies. 
B.M.J., 23.2.$2, Pp. 407 

IT IS REPORTED THAT 40 OF 
PATIENTS SHOWED INTOLERANCE 
TO FERROUS SULPHATE AND 
FAILED TO CONTINUE TREAT- 
MENT 

Clinical trials have shown that for tolerance, 
absorption and utilisation the organic iron 
of FERROUS GLUCONATE as pre- 


* Anemias of Pregnancy 


PROVIDES ORGANIC IRON 


sented in Elixir Cerevon is more acceptable 
to the gastric mucosa and hamapoietic 
system 


Elixir Cerevon also provides adequate doses 
of the important factors of the Vitamin B 
complex and the inclusion of 15%, black- 
currant juice provides approximately ¢$.c 
mgm. Vitamin C per teaspoonful and makes 
the preparation highly palatable 


FORMULA: Ferrous gluconate 0.3 gm., 
Aneurin. Hydrochlor. 1 mgem., Riboflavin 
1 mgm., Nicotinamide 10 mgm. With trac 
elements of Copper and Manganese 


Literature available on request from the Medical Department 


CALMIC LIMITED - MANUFACTURING CHEMISTS - CREWE ~- Tel. 3251-5 
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W Made trom the tines: Shettield stee!, Swann-Mortoa 
surgical blades are individually tested for keenness 
and flawlessness—then sterilised and coated with 
pure Vaseline to reach the surgeon's hands 
in perfect condition. Handles are of stain- 
less metal, precisely machined to en- 
sure that blades fit accurately and 
rigidly. There are eleven types 
of blade, as illustrated, 

and three types of 

handle. 


Swaun- Morten 


W.R. SWANN & CO. LTD - PENN WORKS - SHEFFIELD . ENGLAND 
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No more night calls? 


What a happy thought! Unfortunately we cannot guarantee you immunity 
from all these, but we can reduce the risk of harassed mothers phoning 
you when life is at its lowest ebb, about infants suffering from night 
hunger or colic. 

Perhaps the commonest cause of nocturnal distress in a healthy baby 
is faulty feeding; after all, in such cases, infant feeding simply boils down 
to giving the right amount of the right food at the right time. 

In artificially fed infants, whether you prefer Humanised, Lactic Acid 
or ordinary Full or Half Cream Milk Foods, there is a Cow & Gate product 
ready for your use. Everything that can be done is done to insure that 
our foods are of the highest quality —- the amounts suggested are for 
the average infant and consequently may be changed to meet individual 
cases at your discretion. 


COW & GATE MILK FOODS 


COW & GATE LTD., GUILDFORD, SURREY 
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HEN the general nutrition of the 
body is below normal as a result of 
dietary errors or of debilitating diseases, 
the use of ‘Ovaltine’ is of greater and 
more lasting value than that of chemical 
stimulants, It adequately reinforces 
and renders safe the ordinary dietary ; 
is a powerful source of energy and 
assists tissue regeneration, 













A considerable measure of the value of 
* Ovaltine ’ as a highly satisfactory accessory 
food and aid to nutrition is due to its con- 
stituents which provide important “ proxi- 
mate principles ’’ and vitamins. 










‘ Ovaltine’ is not only highly nutritious, 
but really delightful to the taste, and par- 
ticularly easy of digestion. 











Vitamin Standardization 
per oz.—Vitamin B,, 0.3 mg. ; 
Vitamin D, 350 i.u.; Niacin 2 mg 





A. WANDER LTD. 
= London W.1, —{—— 
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CHEMOTHERAPY 
OF 


rUBERCULOSIS 


| 
~ Now available / 


oa 
—— 


«16; 


CALCIUM PAS CACHETS 1-5 gm. 
SODIUM PAS CACHETS 1-5 gm. 


For Convenience of Physicians requiring widest choice of ad- 
ministrative forms of PAS, the House of Wander announces 
that ‘Aminacyl * PAS Cachets have now been added to its 
already established ‘Aminacyl* range of Calcium and 
Sodium PAS products ° 


r Aminacyl * Cachets are a well tolerated and convenient form for both 
institutional and domiciliary use. Their therapeutic per- 
formance is entirely comparable with that obtained with 
other already recognized forms of ‘Aminacyl’ PAS. 


PACKINGS: 
‘Aminacyl* Cachets of 1.5 gm. Calcium PAS: Tins of 100 and 500 
‘Aminacyl* Cachets of 1.5 gm. Sodium PAS: Tins of 100 and 500 


The ‘Aminacyl * range of PAS specialities also includes 
Calcium PAS and Sodium PAS bulk powder; Sodium 
PAS ampoules for topical and ophthalmic use; 
Calcium PAS and Sodium PAS Dragées; Calcium 
PAS Granulate 
Further information from the Medical Dept. 
A. WANDER LTD., 42 Upper Grosvenor St., Grosvenor Sq., London W.1! 
CANADA: A. Wander Ltd., Peterborough, Ontario 
AUSTRALIA: A. Wander Ltd., Devonport, Tasmania 
NEW ZEALAND: A. Wander Ltd., Christchurch 
INDIA: Grahams Trading Co. (India) Ltd., 16 Bank Street. Bombay 
PAKISTAN: Grahams Trading Co. (Pakistan) Ltd., P.O. Box 30, Karachi, Pakistan 
CEYLON: A. Baur & Co. Ltd., Colombo M370 
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HISTANTIN 





Chlorcyclizine Hydrochloride 


BURROUGHS WELLCOME & CO. 


rete ce cence e\ealeeeeeeeeeeeeeeee S 


(The Wellcome Foundation Ltd.) 





Srolson CJ Hay A Wet ver 


Designed for fewer side-effects, 
*Histantin’ is of proven value in 
the symptomatic management 
of hay fever. A single daily dose 
of this antihistamine is sufficient 
to keep most patients free from 
symptoms. 

‘Histantin’ is available as 50 
mgm. compressed products in 


bottles of 25, 100 and 500. 


LONDON 
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ZALANOIDS 
yy * yee pis a tories 


would draw the attention of the 
Medical Profession to the fact that 


Glanoid 
zy ee oli Pp repa saliens 


now ensure guaranteed 





V:tamin B (lead er Po 
12 P 


PROETHRON 2 : 


per ml. 


PROETHRON FORTE 


minimum of 2 microgrammes 


a minimum of 4 micro- 
grammes per ml. 


PROETHRON XX 


a minimum of 20 micro- 
grammes per ml. 


@ Write for literature :— 


Telephone: 


CLERKENWELL “TET ARMOUR LABORATORIES 


901! 
(ARMOUR & COMPANY LTD.) 
Telegrams : 


* ARMOSATA-PHONE” LINDSEY STREET, LONDON, E.C.! 
LONDON 
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Do you prescribe 








= natural Vitamin C 
7 .-~ Blackcurrant Juice 
= in : 
Gum Infections ? 
+ 
. 

~# It is the opmmion of various author!- 
F : ties that many cases of gingivitis. 
Z a particularly in children and young 


adults, are associated with Vitamin 










a , : 
: C deficiency as either a primary 
j or contributory cause (J. Amer. 
] Med. ASS., 144,386.) 

; a Clinical confirmation of this 1s 


supplied by the good therapeutic 
results obtainable from the admin- 
ibena in such cases, 


istration of R 
as an adjunct to local therapy 


Please send for sample ot 

RIBENA and copy ot 
“Blackcurrant Juice in 
Modern Therapy™ 


Ribena 


free. 
BLACKCURRANT JUICE 


Contains not less than 20 mgms. of natural Vitamin C per fluid 
eH <7 “Mid Of 
. So delicious that patients never forget to take it daily 
one Wholesale Chemists or direct from H. W CARTE R 
THE ROYAL FOREST FACTORY. COL svokh Glee 
. ‘ ' . 
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Apart from major catastrophes, such as railway accidents and extensive 
fires, emergencies are relatively uncommon in the experience of practitioners 
in times of peace. When they do occur, however, they de- 
The mand immediate action, calmness and sharpened powers of 
Symposium discrimination. The stakes are the greatest in human ex- 
perience—the life or death of a human being. There is no 
time to consult the textbooks or a colleague. Immediate action is necessary, 
and if a mistake is made the consequences may be tragic. Of equal im- 
portance is the ability to recognize when an emergency is impending—if 
early action can be taken the emergency may be averted, and here we have 
an aspect of preventive medicine which is seldom adequately emphasized 
except in obstetrics. This Special Number has therefore been devoted to 
‘emergencies in general practice’. We have thrown our net wide, and in 
every article emphasis has been laid upon the practical aspects of the prob- 
lem. The Special Number has been prepared in the hope that it will give the 
practitioner an opportunity of refreshing his memory as to how to deal with 
such emergencies, and also to ensure that he should have the latest informa- 
tion and most authoritative opinions on their management. 














It would appear as if these two words will shortly assume a high position in 
the list of well-known proprietary names. ‘They are the names which have 
been given by E. R. Squibb and Sons and Hoffman-La Roche 

Nydrazid respectively to isonicotinic acid hydrazide. Through no fault 
and of the manufacturers, indeed against their advice, this drug, 
Rimifon and two associated derivatives, leapt into the public eye over- 
night as a result of a series of press conferences in New York 

towards the end of February. At the moment therefore we, like all our 
contemporaries, are in the curious position of being largely dependent upon 
the lay press for reports concerning the efficacy of these drugs. Nicotinic 
acid hydrazide is not a new substance—its synthesis was described in 1912— 
but what has only just been discovered in the research laboratories of E. R. 
Squibb and Sons and of Hoffman-La Roche is that it is a potent anti- 
tuberculous drug. This discovery, apparently, is a result of intensive in- 
vestigation of the anti-tuberculous action of the thiosemicarbazones, follow- 
ing upon Domagk’s discovery of the value of some of them (e.g. thiacetazone) 
in tuberculosis. According to the American press reports, nydrazid and 
rimifon have proved most effective in the experimental animal and appear to 
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be relatively non-toxic. Clinical trials have been initiated in New York, and 
the preliminary reports on patients who had failed to respond to strepto- 
mycin and/or PAS suggest that in these new compounds we have a 
valuable addition to the range of anti-tuberculous drugs. Naturally, a 
cautious attitude must be maintained until more information is forthcoming 
and until the effects of the drugs can be studied over a much longer period 
of time. We are informed that full details and samples of the drugs have been 
supplied to the Medical Research Council and that clinical trials are already 
under way in this country. It is announced that details concerning the ex- 
perimental and clinical trials are to be published in the April issue of the 
American Review of Tuberculosis. Meanwhile, a further word of caution is 
“‘- necessary—supplies of both preparations will be in short supply in this 

. country for some time to come, even though both the companies concerned 

‘ are making every effort to speed up production to the utmost extent so as to 
ensure maximum supplies as soon as possible in the hope that the pre- 
liminary optimistic reports will be confirmed. 


IN a devastating analysis of the National Health Service (“The Cost of 
: Health’. London: Turnstile Press, 1952, price 16s.), Dr. Ffrangcon Roberts 
has little difficulty in demonstrating the illusory basis upon which 

The much of the Service has been built. His thesis, like all sound 
Cost of scientific theses, is a simple one: ‘A problem so vast and involving 


; Health so many factors—psychological, scientific, and economic- 
cannot be solved unless we go back to first principles. If our 
understanding of it lacks a philosophic foundation we shall flounder in ex- 


pedients after expedients, and these will become progressively less effective 
in coping with an inexorable advance of medical science which is un- 
accompanied by a corresponding improvement in our national economy’. 
He therefore starts off by analysing certain ‘misconceptions’. For instance, 
“That ill-health is a potent cause of poverty admits of no doubt, but to say 
that “disease and accident must be paid for in any case, in lessened power of 
production and idleness” (Beveridge Report, p. 158) is a travesty of the truth. 
This assertion ignores all those conditions which have no adverse effect on 
. earning power— . . . birthmarks, the loss of a single tooth, baldness and the 
various ailments affecting the aged—-to name only a few of the vast number 
of conditions the correction of which is now demanded and provided free of 
discharge’. In dealing with his main problem, the economic one, he is 
equally outspoken. ‘Medicine resembles commodities in that it consists, as 
they do, of basic essentials to which can be added inessentials up to the point 
of extravagance. Suppose that the State made railway travel free for all, and 
suppose that, at the expense of using more fuel, the average speed of trains 
was then increased to seventy miles per hour, and that there were no slower 
trains. The cost of transport would be enormously increased. This is just 
what is happening in medicine’. What it largely boils down to is that ‘the 
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sum which the State can reasonably and safely allocate to health is deter- 
mined by the amount which it receives from production, and it should be 
increased only pari passu with an increase in production . . . Holidays and 
shorter hours of work are conducive or inimical to health according to the 
way in which leisure is spent’. Further unpleasant truths are relentlessly 
driven home in the chapter on private and state insurance: ‘In private 
insurance voluntary self-denial is an essential element . . . In national 
health insurance the reverse is true; the burden of the compulsory contribu- 
tion has been put forward as a reason for higher wages . . . Private com- 
panies take elaborate precautions to ensure that there is no pecuniary 
advantage in being ill . . . In State insurance there are many ways in which it 
pays to be ill’. 

It is not only the State and the patient, however, who have forgotten the 
economic implications of the National Health Service; the doctor is by no 
means free from this taint: ‘If the doctor is to retain his ascendancy and his 
claim to a high salary he must use the machine only as an adjunct to his own 
brain. If he uses it instead of his brain the State cannot be expected to pay 
for both’. His summing up is characteristic of the objective, yet sympathetic, 
manner in which the entire problem is discussed: ‘A free and comprehensive 
health service is a noble ideal, but one which the country cannot under 
existing conditions attain. According to the Ministry, the Health Service is 
a challenge to build the finest service in the world. It is, to my mind, a 
challenge to something infinitely higher; to the exercise of restraint and un- 
selfishness whereby every person identifies the interests of his fellows with 
his own. When the people realize that the benefits which can be derived from 
the Service depend primarily upon national production, and that these 
benefits are adversely affected by all inflationary tendencies—restrictive 
practices, strikes, lock-outs, go-slow tactics—then only will they be worthy 
of the fruits of their own inspiration’. This is a book which will antagonize 
some, may offend many, but will carry conviction with all who have the 
interests of the country at heart. No one, whether doctor or patient, politician 
or administrator, can afford to overlook it. Its timing is most apt. May its 
warning not be ignored. 


Amonc the more welcome developments of the post-war world are the 
increasing ties between the doctors of Great Britain and those of the United 
States of America. In the strengthening of these ties one of the 
most active bodies in this country is the Horse Shoe Club. This 
is a club which was founded in 1932 as a result of exchanges of 
medical personnel between Shadwell Hospital and the St. Louis 
Children’s Hospital. The objects of the Club are the fostering of 
friendship between American and British medical workers, the encourage- 
ment of medical exchanges between the two countries, and the provision 
of hospitality for visiting American doctors, In the case of American 
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doctors visiting this country the help the Club provides takes various forms. 
The doctor over here on a short visit, usually a more senior member of the 
profession, can be put in touch with any particular hospital he wishes to 
visit, or can be introduced to members of his own specialty. Perhaps a more 
important group is that consisting of young men coming over here for a 
longer visit, say a year. These men usually have few contacts in this country 
and the Club is in a particularly favourable position to allow them to make 
those contacts which will ensure that they are able to take full professional 
and social advantage of their stay in this country. A recent development is 
the organization of a scheme whereby medical officers in the United States 
Air Force in this country, who are given a week’s study leave, are able to 
meet consultants in their own specialty and to visit British hospitals. At the 
present moment, however, the Club feels that perhaps its most important 
function is in helping senior registrars to visit the United States. In spite of 
the various fellowships available for this purpose, the present financial state 
of the country makes it difficult for many men of this status to visit American 
hospitals. To facilitate such visits, an American section of the Club is being 
formed. By this means it is hoped to make contacts at a large number of 
American hospitals. The excellent work being done in a quiet way by the 
Horse Shoe Club is not well enough known. Fuller details concerning its 
activities and conditions of membership can be obtained from the honorary 
secretary: C. S. Nicol, M.D., M.R.C.P., St. Bartholomew’s Hospital 
London, E.C.1. 


THE current interest of the profession in its medical background is a welcome 
sign. Time was, and not so very long ago, when the history of medicine was 
a closed book to all but a select few, and the medical 
Our student who evinced an interest in it was considered some- 
Professional what of an oddity. The loss was not only a cultural one; it 
Forbears also deprived the profession of much of the accumulated 
wisdom of the ages. It is the young graduate and the 
student of today who are benefiting from this increased interest. ‘The prac- 
titioner has little time to spare for the reading of books on the subject, and 
it was in an attempt to provide him with opportunities to learn something 
of his predecessors that some years ago we instituted a series of articles on 
historical subjects. In this issue (p. 409) we publish another article in this 
series in the form of a study of John Radcliffe, one of the outstanding 
characters of the early part of the 18th century. In an era when rudeness was 
mistaken for frankness, and graciousness was ranked as effeminacy, Rad- 
cliffe had little difficulty in attaining a reputation for lack of consideration 
for the feelings of others. Fortunately for his Royal patients, his professional 
skill was of an exceptionally high standard. It is our intention to maintain 
this series of historical articles, and we shall be pleased to consider articles 
of this type from any of our readers who may have studied this fascinating 
aspect of medicine. 





CARDIAC EMERGENCIES IN GENERAL 
PRACTICE 


By C. J. GAVEY, M.D., F.R.C.P. 
Physician, and Physician-in-charge, Cardiographic Department, Westminster 
Hospital. 


Heart attacks have always stimulated the imagination, and much has been 
written on these dramatic episodes. Popular interest in them is growing fast 
and there is an urgent need for more confident distinction between serious 
and benign attacks. Often the heart is sound enough, but it can join in the 
general affray and divert attention to itself when disease or disorder lies 
primarily elsewhere. This is a continual source of trouble both in diagnosis 
and in treatment, for patient and relatives do not always accept readily the 
doctor’s reassurance: “Thou wouldst not think how ill all’s here about my 


heart’ (Hamlet). 


AUTONOMIC STORMS 
Autonomic storms require special attention because general awareness of 
the prevalence of coronary disease leads too often to an unwarranted 
diagnosis of it. Gowers first drew attention to the importance of autonomic 
storms, which he called vaso-medullary, and later Allbutt (1915) and Ryle 
(1936) gave them renewed emphasis. These works are well worth a study, 


together with the books of Gunewardene (1943), and of Weiss (1951). 
Surprisingly, these attacks scarcely find a place in textbooks of general 
medicine, although the minor episodes connected with Da Costa’s syndrome 
(syn. effort syndrome, neurocirculatory asthenia, soldier’s heart, autonomic 
dystonia) are usually mentioned. It is curious that quite often autonomic 
storms are not interspersed with minor disturbances; but if these do occur 
and are expressed by the patient as stabs and pricks, and ‘I feel my heart, I 
can’t tell how’, diagnosis is easier. Undue fatigue is usually associated with 
emotional disturbance and that is the background from which attacks 
emerge, but the emotional factor is sometimes difficult to uncover in the 
major attacks, especially in men, in whom they occur much more rarely than 
in women. 

The distinction from coronary infarction may be difficult when pain in the 
chest radiates to the neck or left arm. The site of the maximum pain in the 
autonomic cases is left submammary radiating to the scapula, whilst this site 
is almost never the worst affected and is in fact characteristically free in 
coronary disease. When pain is the chief symptom in autonomic storms it is 
accompanied by several others—sweating, sighing respiration, palpitations, 
and fear contrasting with simple angor animi. As the history unfolds, pain 
becomes more and more overshadowed by these symptoms, whereas in the 
coronary attack pain continues to be dominant. Major attacks recurring 
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several times without good evidence of coronary disease spell autonomic 
storms. 

The practitioner who sees the attack, or who arrives shortly afterwards, is 
often in a better position than the consultant is later to diagnose the case on 
clinical grounds alone. ‘The patient with coronary pain looks the part. The 
aspect of silent passion contrasts with the frantic alarm of the autonomic 
storm. Only a passing doubt should be felt by the practitioner when this 
differential diagnosis presents, yet it is extremely common for patients to be 
sent afterwards for cardiological investigation to settle the point. Granted 
that many autonomic cases have already been diagnosed as such and are 
sent up for the reassurance that a full cardiological examination brings, yet 
a substantial number are quite undecided because of unfamiliarity with the 
distinct syndrome of the autonomic storm. 


CORONARY DISEASE 
It is now recognized that there are several intermediate types between the 
classical myocardial infarction and the classical angina of effort. We should 
not speak of grades between those classical types, for each may prove to be 
an emergency ; each expresses coronary disease which may be more severe or 
widespread than symptoms or signs indicate. 

Classical myocardial infarction often arises in the middle of the night with 
violent sternal pain radiating to several of the accepted sites—arms, jaws, 
and nape of the neck, with restlessness and vomiting—all of which com- 
mand the deepest respect. The blood pressure falls and shock is evident, 
with cold extremities, grey face and cyanosis of the lips. Treatment consists 
in absolute rest and morphine, } to } grain (16 to 32 mg.), according to the 
severity of pain. Oxygen may relieve dyspneea and allay pain. In the absence 
of bronchitis and emphysema or dyspnoea the maximum rest to the heart 
will be obtained lying flat with one or two pillows, but any sign of dyspnoea 
calls for the orthopneic position. Warmth to the sternal area may be wel- 
comed. Aminophylline, 0.48 g., intramuscularly, or intravenously if urgent, 
is useful when cardiac asthma is a complication. Anticoagulants are indicated 
when there is severe shock, heart block, or if there have been previous 
infarcts; some believe that all cases of coronary infarction should have them. 
In general practice an initial dose of 15,000 units of heparin intravenously 
will help to allay spasm and may prevent spread of the thrombus. If the 
patient is treated at home, further anticoagulants are, I believe, not in- 
dicated, but in special circumstances intramuscular heparin, 12,500 units, 
injected with 0.5 ml. of 2 per cent. procaine to reduce local pain, may be 
justified. The question of removal to hospital is a difficult one; it is best not 
to move severely shocked patients, but ideally all such patients should be 
treated in hospital when fit to travel. The urgency of removal will depend 
upon the amount of help at home, and few can have nurses these days. The 
less severe cases of undoubted infarction should be treated on the above lines 
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according to the facilities available. Recurrent infarction is treated similarly, 
with strong bias in favour of anticoagulants. 

Recent myocardial infarction presenting with angina of effort is often seen 
in hospital out-patients. Diagnosis of underlying infarction may be decided 
clinically by attention to a history of a prolonged attack at the start, either at 
rest or on exertion. Any attack lasting for fifteen minutes or more is highly 
suspicious of infarction, especially if a little fever followed. The electro- 
cardiogram reveals the infarct. If in good condition the patient may return 
home to rest in bed for at least four weeks from the date of the last pro- 
longed pain, and he may use the toilet if it is on the same floor, though a 
commode is better. Trinitrin, 1/100 grain (0.6 mg.), should be kept on his 
person or at the bedside, and he should not hesitate to chew a tablet at once 
if anginal pain occurs. There is too much reluctance to use trinitrin in this 
class of patient. I am convinced that there is far more risk in not taking the 
tablet than in using it. Granted that trinitrin lowers the blood pressure and 
that this effect is undesirable if the patient is shocked; but infarction may be 
restricted, and perhaps avoided, if trinitrin is given the immediate oppor- 
tunity of dilating the affected and adjacent coronary arteries in the patient 
whose general condition remains good. During this period of rest in bed it 
is reasonable to leave with the patient a tablet of morphine, } grain (16 mg.), 
to take by mouth if trinitrin does not relieve a severe pain: the need for 
morphine would be the signal to inform his doctor. 

Angina progressiva.—The condition just described sometimes merges into 
what may be called angina progressiva, but the latter can arise without 
demonstrable myocardial infarction. The angina is increasing rapidly in 
severity and frequency, coming on with trivial exertion or even at rest. 
Whether or not infarction has occurred the patient must be admitted to 
hospital as soon as possible and receive a prolonged course of anticoagulants, 
lasting three weeks or more, in the attempt to stop new or further infarction. 
This is an emergency of the first order. 

Slowly progressive severe angina.—Doctors are sometimes called, not by 
these unfortunate victims who know their disease and treatment only too 
well, but by others who witness the attacks. Trinitrin may no longer relieve 
at once, not because of acquired tolerance to the drug but because of more 
severe ischemia. Amy] nitrite may be tried and even chloroform capsules. 
It is in these patients that various operations on the sympathetic nervous 
system may be justified. 

Coronary infarction in the aged.—A painless syncopal form may occasion- 
ally go unrecognized if not borne in mind. On the other hand, all the classical 
features of coronary infarction may still occur into extreme old age. If the 
attack is not at once fatal there is a good chance of quick recovery, and 
earlier ambulation than in younger subjects is indicated, say, after a fort- 
night. A commode may be used after a few days if all is going well. Anti- 
coagulants are avoided because the substantial risk of haemorrhage is not 
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offset by possible cardiac benefit. The electrocardiogram is apt to be mis- 
leading if abnormal; a bundle branch block, for example, may be found 
which had existed for years. The same difficulty is perhaps less pronounced 
in younger age-groups. 


DIFFERENTIAL DIAGNOSIS 


Combined coronary disease and autonomic dysfunction._—There is emerging in 
this modern world a type of individual who, struggling in treadmill fashion 
against the difficulties of this post-war situation, to make good in business, 
induces premature degeneration in his cardiovascular system, and when this 
produces symptoms of coronary disease the picture may be complicated by 
autonomic dysfunction resulting from sheer fatigue. If only this possibility 
were borne in mind fewer mistakes wouid be made; a careful history would 
unravel the mixed symptoms, and help should be sought from an electro- 
cardiogram when practicable. 

Dissecting aneurysm.—When pain is overwhelming and unrelieved by 
morphine, } to } grain (16 to 32 mg.), the possibility of dissecting aneurysm 
should be borne in mind. If, having carefully considered the situation, that 
diagnosis is arrived at, then morphine should be repeated as often as 
necessary to relieve this, the worst pain to which man is heir. 

Acute abdomen.—I\n suspected perforation of a peptic ulcer the clinical 
features must decide the issue, for often there is no time for an electro- 
cardiogram. True surgical rigidity is rare indeed in coronary thrombosis, 
and when present it is readily dispelled by morphine. Shoulder pain on 
breathing suggests diaphragmatic irritation. If an error is to be made it 
should be that of laparotomy, because modern anzsthesia justifies the risk 
of operation which formerly was thought to be always fatal if a cardiac in- 
farction had just occurred. Mesenteric thrombosis and acute pancreatitis may 
give trouble in diagnosis but the pain is clearly mainly abdominal, whereas in 
cardiac infarction it is at or above the xiphisternum. Biliary colic may pre- 
cipitate angina when coronary disease is already present but, on the other 
hand, I have been impressed by the failure of biliary colic to induce angina 
in several patients who were continual sufferers from angina of effort. 


CARDIAC ASTHMA 


A frequent cause of an attack of cardiac asthma is coronary occlusion and 
the dyspnoea may overshadow cardiac pain. Conversely, cardiac asthma from 
left ventricular failure in hypertension or aortic valvular disease may be 
associated with sternal discomfort. Awareness of these facts prompts a 
correct diagnosis. Gallop rhythm and pulsus alternans may occur in either 
condition, but more commonly and prominently in cardiac asthma. Oc- 
casionally cardiac asthma seems to be precipitated by factors usually related 
to bronchial asthma: for example, fog; but in these cases due regard to the 
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history and cardiac enlargement, will prevent mistakes. Bronchial spasm 
may, in fact, develop in cardiac asthma. 

Treatment of cardiac asthma is rest in the orthopneic position and 
morphine, which is the ideal cardiac sedative. If necessary, venesection may 
be done provided the veins are distended; and occasionally when they are 
not distended, removal of a few ounces of blood may still be attempted. If 
digitalis has not been given during the past fourteen days, an intravenous 
injection of digoxin, 0.5 mg., is indicated, and it may be repeated in six 
hours if required. Digitalization can then proceed by mouth. Oxygen is 
welcome when obtained early enough. If the legs are held dependent over 
the side of the bed, when the general condition permits, the attack may be 
aborted; or proximal pressure on all four limbs to obstruct the venous re- 
turn may serve likewise. Next day a mercurial diuretic should prevent a 
further attack the following night. There is much to be said for sleeping in 
an armchair if the patient can thus be made comfortable. Due attention 
should be paid to nightly sedatives: solution of morphine hydrochloride, 
B.P., 20 minims (1.2 ml.); or chloral and bromide, 30 grains (1.8 g.) of each. 
‘Treatment as for bronchial asthma by ephedrine or adrenaline may ag- 
gravate cardiac asthma, hence the need for caution. When there is doubt 
about the differential diagnosis, morphine, } grain (10 mg.), should be 
given, together with aminophylline, 0.48 g. intramuscularty. The 'atter 
benefits both kinds of asthma and is particularly valuable in old patients. 


ACUTE PULMONARY (C&DEMA 
‘his may be either a major attack of cardiac asthma due to left ventricular 
failure or may be due to a tight mitral stenosis. Treatment is as for that of 
cardiac asthma, but it is even more urgent, and immediate ample venesection 
may save life. Tipping the patient over to allow expectoration of edema 
fluid is fraught with danger, even in experienced hands, but in fulminating 
cases it is a desperate remedy which may be successful. 


ACUTE COR PULMONALE 
The incidence of cor pulmonale is increasing because antibiotics are pro- 
longing the lives of patients with bronchitis and emphysema. Acute cor 
pulmonale requires the most careful judgment, and specialist help should be 
sought early. In treatment, oxygen is paramount, hence the need for fore- 
seeing a possible attack. Patients are no longer afraid of oxygen, and it is 
now not uncommon to find patients already supplied with an oxygen 
cylinder in the home, thanks to the foresight of the doctor concerned. 
‘Treatment of the infection that has precipitated the acute attack should be 
started immediately with penicillin or, when epidemics of febrile catarrhs 
including influenza are prevalent, chloramphenicol. Aminophylline may 
help as in cardiac asthma, but venesection is best deferred unless the patient 
is losing ground and then it is worth a trial, six ounces (180 ml.) only being 
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withdrawn. Similarly, digitalization requires judgment and should be started 
slowly, in contrast with cardiac asthma. In urgent cases not responding 
otherwise, intravenous ouabaine, 1/100 grain (0.6 mg.), is probably better 
than digoxin. The need for digitalization will be determined by the effective- 
ness of mercurial diuretics, but these too, should not be pressed. When the 
vital capacity is known to have been very low, under 1000 ml. in the 
quiescent stage, morphine must be avoided as it may cause sudden death by 
depressing respiration. Pethidine, 50 to 100 mg. intramuscularly, or even by 
mouth, is a good substitute. 


, PULMONARY INFARCTION 
Occasionally a patient suffers a paroxysm of dyspnoea and pain in the chest, 
sternal or lateral, due to a pulmonary infarct which masquerades as a 
coronary thrombosis, cardiac asthma, or even acute pneumonia. A peri- 
pheral venous thrombosis may be discovered if searched for, though only the 
relics may be found. A recent operation, however trivial, would point to the 
possibility of embolus. When there is valvular disease, a history of angina, 
or chronic heart failure from any cause, a thrombus from the right side of 
the heart may have dislodged and caused the attack in question: thrombosis 
in the lower limb veins in heart failure is also a potent source of emboli. It 
should be noted, too, that a pulmonary embolus may precipitate acute heart 
failure or coronary pain if the heart is already diseased. The simulation of 
coronary thrombosis by pulmonary infarction is usually transient, for the 
pain of a pulmonary infarct soon becomes lateral and pleuritic in character, 
but hemoptysis is by no means constant. The modern use of radiography of 
the chest has emphasized the frequency of pulmonary infarction in patients 
who had shown clinically only a transient ‘collapse’. 

Pulmonary infarction calls for morphine and oxygen. Venesection may do 
good when shock has gone. Postoperative patients are usually still in 
hospital when pulmonary emboli occur, but some have returned home and 
the question of anticoagulants arises. If the attack has been well borne, rest 
in bed until the lung has settled clinically will usually be advised and anti- 
coagulants withheld; but if there is evidence of extensive thrombosis, or 
cor pulmonale is suggested by persistent dyspnoea, the patient should be re- 
moved to hospital for a course of heparin and tromexan. In medical cases, 
when a pulmonary infarct arises in the presence of heart disease and there 
is no sign of thrombosis in the lower limbs, it is justifiable not to use anti- 
coagulants in the first instance: an exception is in recent myocardial in- 
farction. The indications for, and the contraindications to, anticoagulants 
were discussed fully in a previous issue (Gavey, 1951). 
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ARRHYTHMIAS 
A Stokes-Adams attack is sometimes the subject of an emergency. A series 
may occur and the practitioner may witness one. As a rule the attacks last 
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but a few seconds and a pause followed by a slow pulse will be felt during 
unconsciousness. A fatal issue may be prevented by giving 10 minims 
(0.6 ml.) of adrenaline, 1:1000 subcutaneously, and repeating in half an 
hour if required. When attacks recur in quick succession and the circulation 
is virtually arrested, 3 minims (0.2 ml.) of adrenaline intravenously may 
reach the heart. If that is successful, 5 minims (0.3 ml.) of adrenaline sub- 
cutaneously, four-hourly for twenty-four to forty-eight hours, may then be 
a useful prophylactic. If progress is good, ephedrine, $ grain (30 mg.) four- 
hourly, may be sufficient. Atropine, 1/50 grain (1.3 mg.) intravenously, can 
be tried if the other measures fail. Aminophylline, 0.48 g. intravenously, is 
particularly useful if a recent coronary thrombosis has occurred, for here 
adrenaline may cause ventricular fibrillation. Diphtheria, even cutaneous 
diphtheria, must be remembered as a possible cause of heart block in 
younger age-groups. 

Paroxysmal tachycardia is justifiably considered to be an emergency at 
its inception, for it is an alarming experience, especially to those who venture 
to feel their pulse. Yet the finding of a pulse of 200 per minute is reassuring 
to the practitioner as the chances are that the cause will be benign. Inquiry 
should be made in those over forty for evidence of recent coronary disease. 
Attempts may be made to stop the attack by carotid pressure or pressure on 
the eyeballs, or vomiting may be induced, but these methods will probably 
fail and it is a matter of allowing the attack to pass off in its own time. A 
sedative coupled with reassurance is the appropriate treatment. Search for 
underlying heart disease can be made in due course; most will be negative. 
It is helpful to subsequent management, however, if an electrocardiogram 
can be obtained during the attack, especially if there is question of coronary 
disease, which will reveal the ventricular pattern. The auricular form is 
virtually always benign. 

The onset of auricular fibrillation or flutter in mitral stenosis may pre- 
cipitate acute pulmonary edema and the patient may be desperately ill. 
Fortunately it is in such a case that dramatic results follow appropriate 
treatment, i.e. morphine, } grain (16 mg.), venesection, oxygen when 
possible, and digoxin, 0.5 mg. intravenously. Digitalization will be pro- 
cured by oral therapy. The younger the patient the better as a rule the 
result of treatment. Older rheumatic patients and those with hypertension 
or coronary disease may also develop acute failure from the onset of auricular 
fibrillation or flutter, but the majority do not suffer what might be called a 
heart attack, unless palpitation be so termed. 


CARDIAC TAMPONADE 
Occasionally during the course of rheumatic pericarditis sufficient fluid 
accumulates in the pericardial sac to restrict the venous inflow. The neck 
veins distend, the liver engorges, and the blood pressure falls. This con- 
dition is rare enough, and the practitioner should remember that most cases 
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will resolve without paracentesis. On the other hand, pericardial effusion in 
malignant disease, pyogenic and tuberculous pericarditis, and injuries to the 
heart, commonly requires paracentesis. 


HYPERTENSIVE ENCEPHALOPATHY 
Patients with essential hypertension, particularly when malignant, and renal 
hypertensives, may develop acute headache with vomiting and amaurosis, 
due probably to cerebral edema. Coincidently, other evidence of the toxic 
state may manifest itself in acute dyspnoea and sternal pain, either coronary 
or simply due to an overactive hypertensive heart. Treatment consists in 
morphine, 1/6 grain (10 mg.), venesection, and, if so far unsuccessful, 
lumbar puncture to reduce cerebrospinal fluid pressure. Most cases respond 
well, but many will show a residual damage in the central nervous system. 
Whether cerebral thrombosis fires off the attack or whether it results from 
the attack, is not yet clear. 
CONCLUSION 

As the title of this article implies, emergency treatment only is described, 
but I have borne in mind practitioners who have access to cottage hospitals 
and to specialist help. Electrocardiography and radiography can now be 
enlisted in the home, and each may be of great value in arriving at im- 
portant decisions. The emphasis, however, must remain on clinical judgment 
based on proper anamnesis and physical examination, else there is con- 
siderable danger of false security or false gloom being deduced from the 
record. Evans (1949) discussed this at length. 

Finally, concerning congestive heart failure arising in chronic cardiac 
patients, it must be remembered that the breakdown is often not wholly 
due to the relentless advance of the primary rheumatic, hypertensive or 
other cardiac disease, but has been determined at that particular point by 
some supervening lesion which, when removed or controlled by treatment 
or the passage of time, may allow a substantial restoration of cardiac reserve 
and an unexpectedly good recovery. As examples of such precipitating 
causes I have already mentioned infection, pulmonary infarction and auricu- 
lar fibrillation or flutter, and I now add reactivation of rheumatic carditis, 
anzmia, cryptic thyrotoxicosis, myxedema, vitamin B deficiency and, more 
rarely and of less optimistic outlook, missed myocardial infarction. 
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RESPIRATORY EMERGENCIES 


By N. LLOYD RUSBY, D.M., F.R.C.P. 
Assistant Physician, London Hospital; Physician, London Chest Hospital. 


For the purpose of this article the word ‘emergency’ will be taken to include 
a condition or symptom which demands immediate treatment for the relief 
of distress as well as one which directly threatens life. The effects of trauma 
will not de considered. 

A little reflection will show that a considerable proportion of the emer- 
gencies in this branch of medicine arise because of obstruction to the 
respiratory pathway. This obstruction may be secondary to inflammation 
or to spasm (or to both at once), or due to foreign bodies, to the retention 
of mucus or secretions, or to aspirated blood. 


OBSTRUCTION TO THE UPPER AIR PASSAGES 

In the child, for anatomical and physiological reasons, acute catarrhal 
inflammation of the larynx is prone to lead to spasm of the glottis and to 
laryngeal obstruction. Attacks of dyspnea with crowing inspiration are 
particularly apt to occur at night and, on the first occasion at least in which 
they appear, the doctor will almost certainly be called, for they are frighten- 
ing for onlookers. They do not end fatally, and reassurance can be given 
at once on this point. Steam inhalations from a bronchitis kettle, to which 
friars’ balsam, 60 minims to the pint (4 ml. to 0.5 litre), can be added, is 
most effective, together with an emetic. The attack subsides and sleep 
follows, but there may be a recurrence so long as the acute inflamma- 
tion lasts. 

Laryngeal obstruction due to membranous diphtheria is now seldom 
seen. It is less dramatic in onset than the catarrhal form, but there may be 
difficulty in distinguishing between them. In all cases of doubt, and before 
a swab has been examined, antitoxin should be given, with full doses of 
penicillin appropriate to the age, and preparation made for intubation 
which may become necessary. 

(Edema of the larynx in children may occur as part of an acute laryngo- 
tracheal bronchitis or be due to scalding or foreign bodies. It may follow 
bronchoscopy. The underlying cause should be treated and a close watch 
kept upon the state of the breathing; if distress is severe, or worsens, no 
hesitation need be felt in carrying out tracheotomy, for it is better to do 
this too early than leave it too late. In adults, glottic edema may appear 
as a serious and even fatal manifestation of angioneurotic edema. As soon 
as it is recognized the larynx should be sprayed with solution of adrenaline, 
1 in 1000, by means of a spray with a bent nozzle (de Vilbiss pattern) so 
that the mist may be inhaled directly on to the vocal cords. Other measures 
used for the relief of the condition should be used: subcutaneous injection 
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of adrenaline, 5 to 10 minims (0.3 to 0.6 ml.), ‘benadryl’, or other anti- 
histaminic, 50 to 100 mg. by mouth, repeated if necessary, or ephedrine 
hydrochloride, $ grain (32 mg.) by mouth. 


FOREIGN BODIES IN THE TRACHEA AND BRONCHUS 
The number of small articles in common use which have at one time or 
another been inhaled into the lungs is large; teeth lost during extraction, 
collar studs, and peanuts are among the more common. 

The first step in management is to recognize the occurrence, and Mor- 
lock’s dictum that over foreign bodies in the lung ‘the customer is always 
right’ is important; if a responsible adult is convinced that something has 
gone ‘the wrong way’ it is wise to assume that he is probably correct. 
There may not be any physical signs, or the signs may be those of obstructive 
emphysema or lobar collapse. If abnormal physical signs are found first on 
one side and then, shortly afterwards, on the other, the diagnosis of a 
movable foreign body can no longer be in doubt. Some foreign bodies, but 
not all, are visible on X-ray. Bronchoscopy should be employed in all cases 
of doubt and the foreign body removed; this should be done early before 
it becomes embedded or penetrates too deeply, and before pulmonary sup- 
puration or bronchiectasis has developed. If removal is not possible 
through the bronchoscope, lobectomy must be considered. 


POSTOPERATIVE ATELECTASIS 
With the exception of pulmonary embolism, the two important postoperative 
lung complications are pneumonia and atelectasis. It is not always easy to 
distinguish between them, and both may be present together. 

Atelectasis more commonly follows operation upon the abdomen and 
pelvis than operations elsewhere; those patients who have a bronchitic 
tendency are particularly liable to it; and the lower lobes are more often 
affected than the upper. The prime cause is the fact that coughing is 
painful, which leads in turn to the retention of secretions in the bronchial 
tubes and ultimately to bronchial obstruction. Pyrexia and tachycardia, 
dyspnoea and pain in the chest are the outstanding signs and symptoms; 
these may appear quite suddenly. Physical signs of lobar collapse can usually 
be detected, and a small effusion may form over the affected lung. 

If the condition is recognized within a few hours of onset, and means 
are at hand for carrying out a bronchoscopy, the plug of mucus can be 
aspirated from the bronchial tree and the condition relieved. If the collapse 
has been present for more than a few hours, however, it is doubtful if 
bronchoscopic aspiration will be successful; indeed, some workers maintain 
that less drastic measures are in any case preferable. These measures 
consist of: (1) loosening of any tight dressing or binder which may have 
been applied to the upper abdomen; (2) laying the patient flat in the bed 
inclined towards his face to bring the affected lobe uppermost, and raising 
the foot of the bed 12 to 18 inches; (3) encouraging coughing by supporting 
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the chest during the act and by the use of morphine, if necessary, to relieve 
pain; and (4) starting breathing exercises to assist re-expansion and prevent 
recurrence. Penicillin should also be administered to lessen the risk of in- 
fection. These measures are admittedly irksome and a source of discomfort 
to patients in the postoperative period, but if they can be used, wholly or 
in part, and persevered with, convalescence will be shortened and persistent 
atelectasis with development later of bronchiectasis will be prevented. 


H #MOPTYSIS 

Although no means are known of checking hemorrhage from the lungs 
with certainty, there is no symptom in chest disease which more urgently 
demands attention, nor one which better repays it. The amount of blood 
lost always looks more than it is; the natural tendency is for the bleeding to 
stop; only rarely is hemoptysis fatal. These facts supply the practitioner 
with sufficient justification for optimism, and enable him to give to the 
patient and the relatives that reassurance which should be his first duty in 
this particular emergency. Although hemorrhage from the lungs is not 
often fatal and will generally stop in time, the effects of the bleeding may 
be serious if the blood which leaves the vessel is aspirated into healthy 
areas of the lung. This increases the dyspneea and the discomfort by causing 
patchy atelectasis, and if tuberculosis is the cause, the infection may be 
spread in this way. Aspiration of blood can to some extent be prevented, 
or minimized, by placing the patient in a correct posture. Before this can 
be done it is necessary to find out from which side the bleeding is coming. 
This is not always easy to decide, for physical examination, which may 
sometimes yield the information, cannot always be relied upon to do so, 
and it is unlikely that an X-ray of the chest will be available. If the patient 
is known to suffer from a chronic disease of the lungs or bronchi, such as 
tuberculosis or bronchiectasis, and it is unilateral, it is justifiable to assume 
that the bleeding is due to this cause and to act accordingly. If, after a careful 
examination, doubt still remains it is always worth while asking the patient, 
for he may feel a ‘bubbling’ or ‘tickling’ sensation on one side of the chest 
and is certain that the bleeding arises from that side. When the source of 
the hemorrhage has been determined the patient is placed comfortably in 
bed slightly inclined towards the affected side, and is urged to remain in 
that position. ‘There is no particular virtue either in lying flat or sitting bolt 
upright ; the important thing is that the patient shall be able to cough up 
shed blood when necessary with the minimum of effort. 

A sedative is almost always required, and controversy centres around 
which is the best type to use. There is no doubt that what is needed is a 
sedative which has a satisfactory effect upon the cerebral centres without 
dangerously impairing the cough reflex. A combination of potassium 
bromide and chloral hydrate, 30 grains (2 g.) of each, is a useful initial 
mixture. Phenobarbitone, } grain (32 mg.), twice or thrice daily, can be 
used subsequently. The greatest care should be used in prescribing mor- 
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phine, which has a powerful action upon the cough reflex and if used in 
large doses will be followed by the retention and aspiration of blood. 
Visible hemoptysis stops but bleeding may go on. It is therefore wise to 
avoid, if possible, the use of morphine and its derivatives, but if the physician 
is driven to it the drug should not be prescribed in a dose larger than 
1/6 grain (11 mg.) for an adult. 

It has already been stated that no remedy can be relied upon with cer- 
tainty to stop bleeding from the lungs. Nevertheless, seve:al preparations 
have been recommended and are worth a trial. Calcium gluconate, 10 ml. 
of a 10 per cent. solution, can be injected slowly intravenously, or deep 
intramuscularly, but it is doubtful whether a low blood calcium is often 
present. There is more scientific justification for giving vitamin K if the 
cause of the bleeding is tuberculosis, for it has been observed that in some 
patients with this disease the prothrombin level in the blood is low, and it 
is thought that hemoptysis is more prone to occur in these people. Vitamin 
K will help to restore the prothrombin level, and can be given in the form 
of ‘synkavit’, 10 mg. by mouth, or by intramuscular injection in the first 
instance. It should subsequently be taken by mouth, in 10 mg. doses daily 
for a week or ten days, and then the dose reduced by half for some weeks. 
Sometimes in young women with pulmonary tuberculosis, hamoptysis 
may occur repeatedly at the time of the menses, and I have found that 
vitamin K given a week before the period is expected will often prevent 
this bleeding. Other preparations which have been tried are haemoplastin 
(2.0 ml.), ‘coagulen’ (Ciba), 1.5 to 5 ml., and 10 ml. of a 1 per cent. solution 
of congo red in triple distilled water, given slowly intravenously. A painful 
arm will result if congo red escapes into the subcutaneous tissue around 
the vein. Finally, in obstinate cases of hemoptysis an artificial pneumothorax 
has sometimes been used successfully to arrest hemorrhage from a tuber- 
culous focus. But this should be used only as a last resort, and is better 
carried out in hospital than in the home. 


STATUS ASTHMATICUS 
Attacks of bronchial asthma sometimes follow one another in quick succes- 
sion, or an individual attack ceases to respond to the usual remedies which 
previously have brought relief. The term ‘status asthmaticus’ can be applied 
to either of these and usually implies that the spasm is ‘adrenaline-fast’. 
Such a condition demands energetic measures directed partly to the relief 
of spasm and partly to the treatment of the cause, if that is known. 

For the relief of bronchial spasm which defies the ordinary subcutaneous 
injection of adrenaline, some other method of administration of adrenaline 
is often effective. The slow injection of adrenaline, 1 in 1000, subcutaneously, 
at the rate of 1 minim (0.06 ml.) every minute, will often eventually bring 
the attack under control. In other patients the inhalation of adrenaline 
solution by means of a hand inhaler is preferred. The strength of the solution 
used is either 1 in 1000 or 1 in 100; care should be exercised with the use of 
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adrenaline 1 in 100 lest troublesome side-effects result. ‘Aleudrin’ (‘neo- 
epinine’), in a 1 per cent. solution, can also be used as a spray and may 
relieve the attack, even if the sublingual administration of the drug in 20 
mg. doses has proved unsuccessful. In recent years aminophylline (‘cardo- 
phylin’) has been increasingly employed as a bronchial antispasmodic, 
particularly in the United States, and experience has shown that it is often 
of the utmost service in those patients who are refractory to adrenaline. 
Aminophylline can be obtained in ampoules containing 0.5 g. (8 grains) 
and the drug diluted to 20 ml. for intravenous use. Some authorities prefer 
50 per cent. dextrose solution as the diluting agent. The injection should be 
given slowly. The drug can be continued by mouth in tablet form in a dose 
of 3 grains (0.2 g.), three or four times a day, the dose being gradually 
reduced as improvement sets in. It can be maintained as a maintenance 
dose for quite a long period. Finally, there is some evidence that ACTH, 
in a dose of 50 to 100 mg. daily for two or three days, will stop an attack of 
bronchial asthma, but the effect is not always lasting and it is not at the 
present time a feasible method of treatment in this country. Our experience 
with it is very limited. 

The question of sedatives is most important in status asthmaticus. Many 
of these patients exhibit a ‘drug idiosyncrasy’ even to aspirin, and it is wise 
to find out if possible from the patient or his relatives which sedatives, if 
any, he has been in the habit of taking, and to which drugs, if any, he reacts 
adversely. The simplest sedatives, such as the barbitone series, are prefer- 
able. A word of warning must be uttered against the use of morphine in this 
condition, as this drug may be lethal. It should never be used except as a 
last resort and then only in small doses, fully appreciating its depressing 
effect upon the respiratory centre. 

It is by no means uncommon for severe persistent bronchial spasm to 
accompany, and often to be caused by, bronchial infection. If this is the case 
treatment should also be directed towards the infective element. If the 
organisms responsible are not known, one of the sulphonamides in full doses, 
or penicillin in a dose of 300,000 to 500,000 units twice a day, should be 
used. If it is possible to examine the sputum for organisms this should be 
done, and the sensitivity to the antibiotics determined. If the organisms 
prove sensitive to penicillin, this should be employed, and chloramphenicol 
should be used only if the predominant organism is sensitive to it and not 
to penicillin. Penicillin can also be used by inhalation: 100,000 units 
diluted in 1 ml. twice a day is generally effective, 


SPONTANEOUS PNEUMOTHORAX 
Many cases of spontaneous pneumothorax do not constitute an ‘emergency’. 
But if the air continues to escape into the pleural space through the check- 
valve mechanism, a tension pneumothorax results; the mediastinal struc- 
tures are displaced away from the side of the lesion and breathlessness 
becomes very severe. It is this tension pneumothorax which necessitates 
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prompt treatment. If a pneumothorax apparatus is available, it should be 
used with a pneumothorax needle to determine the pressure, and air removed 
from the chest by means of it. It must be emphasized, however, that a 
pneumothorax causing grave symptoms with displacement of the medi- 
astinum need not necessarily be associated with positive pressures. Sufficient 
aif should be removed, slowly, to relieve breathlessness and to bring the 
mediastinum back into its normal position. It may be found that after 
withdrawal of the needle, symptoms recur, and this is due to the fact that the 
perforation in the lung remains open and air continues to escape into the 
pleural cavity. In treatment, continuous removal of air is necessary. 

A convenient way of doing this is to attach a long piece of rubber tubing to a wide- 
bored hypodermic needle and insert the needle into the chest through the second 
or third intercostal space, 1} to 2 inches from the sternal edge. The needle is then 
strapped into position. The other end of the rubber tubing should be placed under 
water. By this means air will continue to bubble out through the rubber tubing 
whenever the pressure becomes excessive. 

There is a special needle on the market for underwater drainage which is 
blunt-ended and fitted with a sharp stilette for insertion, and which is 
provided with a rubber flange to enable it to be strapped easily to the chest 
wall. The advantage of this needle is that it does not come out easily and 
does not injure the lung if the lung comes to the surface. Whatever needle is 
used it should be retained until it appears that the perforation is sealed; 
this can be assumed to have taken place when air ceases to be discharged 
down the tube. The needle can then be withdrawn from the chest; but the 
patient’s breathing should be watched carefully for some little time in case 
tension is again built up. Throughout this period the patient should be at 
rest, and a sedative such as potassium bromide and chloral is desirable. 
Oxygen should be used if cyanosis appears. Once the acute emergency is 
over, all cases of spontaneous pneumothorax require further investigation 
to elucidate the cause. 

The most common type of spontaneous pneumothorax seen nowadays 
is the benign spontaneous pneumothorax occurring in young adults. The 
prognosis is excellent, but the condition is liable to recur and may alternate 
from one side to the other. Possibly one of the gravest respiratory emer- 
gencies is the occurrence of a bilateral, simultaneous, spontaneous pneumo- 
thorax. ‘This does not necessarily mean that both pneumothoraces take place 
at precisely the same time; it is a definition which covers the occurrence of a 
second spontaneous pneumothorax on the opposite side to the first and 
before the first lung has completely re-expanded. It is, however, fortunately 
rare. Should it be met with, the first step in treatment should be to set up 
underwater drainage for the second pneumothorax. This will relieve the 
more urgent symptoms. Air can then be withdrawn from the other side to 
encourage the expansion of the lung, on the assumption that the perforation 
in the lung first affected will by this time have healed. Life may be threatened 
if these measures are delayed. 
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By R. MILNES WALKER, M.S., F.R.C.S. 
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THE public is becoming more aware of the importance of acute abdominal 
emergencies and of the fact that delay in applying the proper remedy may 
have very serious consequences. The first question that the anxious mother 
asks the doctor when her child has a stomach ache is, ‘Is it his appendix?’ 
If this is not her attitude she is the type of person, fortunately diminishing in 
numbers, who relies on a dose of castor oil or syrup of figs to cure all 
abdominal pains; but the public fails to appreciate how difficult an accurate 
diagnosis in the early stages may be. It is necessary to remember that in 
children, and to a lesser extent in the aged, modifications of the typical 
picture of acute abdominal illness are common, and it is in the main in these 
two groups that delay in diagnosis still leads to loss of lives which might 
otherwise be spared. 

An accurate diagnosis depends, in the great majority of cases, upon a care- 
fully taken history and a thorough clinical examination, in which the digital 
examination of the rectum is not the least important part. It is exceptional 
for ancillary investigations to be needed. The practitioner who first sees the 
patient has to decide into which of three categories the patient falls. Is the 
case one which requires urgent admission to hospital for operation or 
treatment which cannot be carried out at home; does he require admission to 
hospital for observation or for special investigations; or can he be treated 
adequately at home? In the first group lie all cases of acute appendicitis, 
perforated peptic ulcer, and acute intestinal obstruction; the third group 
contains many cases of gastro-enteritis, most of the colics, together with 
some of the conditions due to disease elsewhere which simulate abdominal 
emergencies. When there is doubt about the right category of the patient or 
the diagnosis, the best course is either to obtain a consultation in the 
patient’s home or to put the patient in the second group and send him to 
hospital. 

EXAMINATION OF THE PATIENT 
Very often, as in small children or when a patient is in severe pain, it is not 
possible to obtain an adequate history from the patient, and information is 
required from relatives or friends. ‘The examination will include taking the 
temperature and pulse rate, inspection of the tongue, and palpation of the 
neck for enlarged lymph glands, before attention is paid to the abdomen. A 
good light is essential in order to see irregularities in contour, visible 
peristalsis and the degree of movement of the abdominal wall. Palpation 
should always be done with a warm hand and should begin over the part of 
the abdominal wall farthest away from the site of pain. In this way, and by 
comparing the two sides, minor degrees of rigidity can be detected. While 
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the abdomen is being examined any abnormalities in the scrotum should be 
noted and, after this, examination of the chest will be required. The rectal 
examination should be left to the last, but unless the diagnosis is absolutely 
clear-cut it should never be omitted. At this stage it will be necessary to 
obtain a sample of urine for investigation. 


SYMPTOMS 

The great majority of abdominal emergencies give rise to some or all of the 
triad of symptoms—pain, vomiting, and disturbance of bowel action—so it 
is important to note carefully the character and timing of each of these. 
Pain is rarely absent; a sudden onset indicates perforation of a viscus, one 
of the colics or occasionally acute pancreatitis; the diagnosis of perforated 
peptic ulcer can nearly always be made on the history together with the 
characteristic generalized rigidity, but if the leak is temporarily stopped the 
signs may be modified. In acute inflammatory processes, such as appendicitis, 
cholecystitis or diverticulitis of the sigmoid colon, the onset is more gradual 
and the distribution of the pain suggests which organ is affected; in the 
former, the typical onset in the centre of the abdomen, later settling in the 
right lower quadrant, is usually present in a first attack, but in subsequent 
attacks the pain is often in the iliac fossa from the start. In acute enteritis the 
pain is apt to be colicky, and in this respect differs from that of appendicitis, 
although if the appendix is obstructed by a fecal concretion some colic may 
occur in the early stages. The colicky pains which occur in intestinal ob- 
struction rarely have such an abrupt onset, there being a slow build-up in 
their intensity during the first few hours. The higher the obstruction the 
more severe the pains are likely to be in the early stages, and the more 
intense the vomiting. 

Vomiting is a common sympiom of practically all acute abdominal emer- 
gency conditions. It is most prominent and persistent in acute intestinal 
obstruction, particularly if it is the small intestine which is obstructed and 
when there is also strangulation. Vomiting is often persistent in acute 
pancreatitis, and is usually present early in acute appendicitis, but less likely 
in acute cholecystitis or diverticulitis. If the pain of any colic is severe, 
nausea is an associated feature and the patient may actually vomit, whilst in 
biliary colic vomiting is almost invariable. 

Constipation is the usual accompaniment of acute inflammatory lesions in 
the abdomen, except in cases of enteritis; in this condition diarrheea occurs, 
but when children get acute appendicitis they are also liable to have loose 
bowels, which may lead to confusion in the diagnosis. In obstruction, of 
course, constipation is generally absolute, but if the obstruction is high up 
the rectum may be emptied after the onset of the pain. 


AGE OF THE PATIENT 
The age of the patient is a valuable guide as many of the abdominal emer- 
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gencies are prone to occur within somewhat narrow age limits. In the 
newborn, abdominal emergencies arise as a result of congenital abnormalities, 
usually obstruction due to duodenal or intestinal atresia or imperforate anus, 
and in such cases a straight X-ray is most helpful in making the diagnosis 
and localizing the obstruction. Jnfants up to the second year are liable to 
acute enteritis, but they also get intestinal obstruction due to intussuscep- 
tion, and it must be remembered that rectal haemorrhage is present in less 
than half the cases. The characteristic sausage-shaped swelling is usually 
felt, but its absence will not exclude the diagnosis. Sometimes a congenital 
inguinal hernia will cause obstruction, but reduction nearly always occurs 
spontaneously if the child is put to bed with the feet elevated. Older children 
get intestinal obstruction by such abnormalities as a band attached to a 
Meckel’s diverticulum, but this is in the age range when acute appendicitis 
is the most common abdominal emergency, and as it presents in such diverse 
forms in children it must always be given consideration. At this age diarrhaea 
is as likely as constipation, and the inflammatory process goes on to per- 
foration and peritonitis more rapidly than in the adult. At this age also, 
acute non-specific mesenteric adenitis occurs most frequently, and may 
sometimes be distinguished from acute appendicitis by the presence of 
swollen lymph glands elsewhere and the more central area of tenderness, 
but if there is doubt about the appendix in children, exploration is always the 
safest course. 

Throughout the first half of adult life a whole range of abominal 
emergencies may occur, but acute appendicitis heads the list, although in 
epidemics of influenza, cases with abdominal symptoms are not infrequent. 
In a few cases of appendicitis the early pain is very mild and the patient may 
not seek advice until after perforation has occurred; by the time a mass is 
palpable the best opportunity for appendicectomy is passed, but it is a 
general rule that operation should not be delayed; the use of antibiotics has 
removed what little excuse there formerly existed for conservative treat- 
ment in the acute stage. It should not be forgotten that the temperature is 
often normal in severe cases of gangrenous appendicitis, but a rising pulse 
rate is a dangerous sign. In the young adult age-group, perforated peptic 
ulcer makes its appearance. Typical cases are easy to diagnose, but with a 
slowly leaking ulcer the diagnosis may be difficult, as pain may pass off as 
the perforation becomes temporarily sealed by omentum. In such cases a 
straight X-ray will be helpful. In this age-group, too, renal colic is also most 
commonly found, due to the passage of small calculi down the ureter, but 
such colic, usually less severe, may be associated with many diseases of the 
kidney. Also in this age-group tuberculous peritonitis and tuberculous 
mesenteric lymph glands may cause acute symptoms closely resembling 
acute appendicitis. In addition, in women, inflammation of the pelvic 
organs and ruptured ectopic pregnancy must be borne in mind, whilst in 
girls acute abdominal pain may be caused by excessive bleeding into the 
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peritoneal cavity from a ruptured corpus luteum, such an attack usually 
taking place about the mid-menstrual period. 

Many of the abdominal emergencies which are met with in early adult 
life may also be found in middle life, but additions are intestinal obstruction 
due to growths in the colon, as well as biliary colic, acute cholecystitis and 
pancreatitis, particularly in women, and acute diverticulitis of the sigmoid 
colon, which is more common in men. When diverticulitis occurs, as it 
occasionally does, in other parts of the colon, a perplexing picture is apt to 
be produced, and if it involves the cecum or ascending colon the diagnosis 
of appendicitis is usually made. Throughout adult life in all cases of acute 
intestinal obstruction, the hernial orifices must be examined carefully, for 
strangulated hernia still remains the most common cause of obstruction. In 
elderly women strangulation of a femoral hernia is one of the more common 
emergencies, whilst obstruction due to a gallstone in the intestine is also 
found in this group. In men of this age-group it is the prostate which looms 
large as a cause of abdominal emergency by giving rise to acute retention of 
urine. 

Throughout life, if no obvious cause for acute abdominal pain is found 
in the abdomen, careful examination of the cardiac and respiratory systems, 
the spine and central nervous system, and of the scrotal contents, must be 
carried out, as in all these cases pain may be referred to the abdomen. In 
addition, it is not infrequent for a patient with uremia resulting from 
renal disease to be classified as an abdominal emergency when constipation, 
abdominal distension and vomiting point in this direction; examination of 
the tongue and of the urine should prevent such an error. 


ABDOMINAL INJURIES 
Abdominal injury often requires the greatest skill in its diagnosis; the trauma 
may be quite trivial and many spleens have been ruptured by a fall down only 
one or two steps without any immediate pain in the abdomen. When the 
spleen or liver is injured and hemorrhage occurs into the peritoneal cavity, 
rigidity comes on early, and if the blood is in contact with the diaphragm, 
shoulder pain may be felt and is a symptom of importance. 

When a hollow viscus is injured, pain and rigidity may again come on 
early, but the difficult cases are those in which the perforation becomes 
blocked by protruding mucosa, and it is only with the onset of peritonitis 
that the patient complains. A rising pulse rate after an injury is always a 
cause for alarm, and the closest watch should be kept for any other changes 
in the patient’s condition; here also, if there is serious doubt whether there 
has been injury to a viscus, it is safer to look rather than to wait; if it is a 
hollow organ which is injured a straight X-ray may be helpful in demon- 
strating free gas in the peritoneal cavity, whilst if internal hemorrhage is 
suspected, a surgeon may spare the patient an open operation if he is ex- 
perienced in the use of the peritoneoscope, by which means even small 
amounts of blood in the peritoneal cavity can be seen. 
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ANCILLARY INVESTIGATIONS 

The special investigations which cannot be carried out at home and which 
may throw light on the diagnosis are listed below; some of the pathological 
ones do not always entail the transfer of the patient, for the necessary 
specimen can be taken at home. 
Blood Examinations 

Amylase estimation.—This is more accurate than the urinary estimation 
and is most valuable in the diagnosis of acute pancreatitis, for there are few 


Fic. 1.— X-ray of patient lying on left side with a perforated gastric 
ulcer, showing gas between liver and abdominal wall. 
other causes of abdominal pain which give figures much above normal. 
Occasional cases of perforated duodenal ulcer or acute cholecystitis give 
raised figures, but an estimation over 500 units is almost diagnostic of acute 
pancreatitis; the level may fall to normal in a few days, and may not even be 
raised at all, so that a negative test does not exclude pancreatitis. 

Serum bilirubin estimation.—The diagnosis of acute infective hepatitis may 
be difficult, either in the pre-icteric stage or in cases which never develop 
jaundice, and here a raised serum bilirubin will give a clue to the diagnosis. 

Blood count.—A \eucocytosis is sometimes helpful in distinguishing an 
inflammatory lesion. 

Blood culture.—This is sometimes useful in the diagnosis of the typhoid- 
paratyphoid group of infections which may present as abdominal emer- 
gencies. 

Urine Examinations 
Direct microscopic examination for pus cells and organisms will be of value 
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in suspected urinary infections. It is not always safe to wait for the results 
of a culture. The presence of a significant number of red corpuscles helps to 
distinguish renal colic due to a calculus or some other cause. 

Diastase estimation.—The same remarks apply to this as to blood amylase 
estimations, but this test is liable to errors in interpretation which do not 
apply to the blood test. 

Blood urea.—When cases of uremia present with vomiting, constipation 
and distension, and mimic intestinal obstruction, an estimation of the blood 


Fic. 2.—X-ray of patient lying on left side with acute intestinal 
obstruction, showing distended loops of small intestine. 


urea may be useful, but it must be borne in mind that many cases of in- 
testinal obstruction, particularly if there is much dehydration, have a raised 
blood urea. 
X-ray Examinations 

The use of straight skiagrams of the abdomen is most valuable in some 
acute abdominal emergencies when the diagnosis is obscure; in cases of 
suspected perforation of the stomach or duodenum, gas may be demon- 
strated between the liver and the diaphragm. In intestinal obstruction, loops 
of distended gut will be seen, and in the case of the small intestine the loops 
will probably show fluid levels; thus help may be given in localizing the site 
of an obstruction. In order to demonstrate fluid levels the beam of X-rays 
must be horizontal, and if the patient is not feeling well enough to sit up for 
this purpose he should be rolled on to his left side and the beam directed 
from back to front; in this position, in the case of a perforation with free 
gas, the liver will fall away from the right side of the diaphragm and 
abdominal wall and thus show the characteristic layer of gas (fig. 1 and 2.) 
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In addition to these conditions a skiagram will, of course, show opaque 
calculi in the abdomen; nearly all urinary calculi will show, but only about 
one-quarter of the patients with gall-stones have calculi containing enough 
calcium to throw a shadow. 


A CASE REPORT 
I conclude by a description of an abdominal emergency, if only to illustrate 
the fact that it is never too late to give up hope, and that persistence in treat- 
ment is worth while. 


An old lady of eighty-seven had an attack of pain in the abdomen, and a mass 
was found in the right upper quadrant; a diagnosis of carcinoma of the hepatic 
flexure was made and, in view of her age and as the mass felt fixed, it was decided 
that no operative treatment or further investigation was indicated; however, she 
survived the attack and remained fairly well for eleven months, although the mass 
persisted; she then had a further attack of pain and vomiting, relieved by enemas; 
but a third attack a month later failed to subside and she became distended. She 
was brought into hospital, by which time the distension was so great that the mass 
in the right side could not be felt. As she was completely obstructed it was decided 
to operate. The cause of her obstruction was found to be a gall-stone impacted 
in the lower ileum, and there was a large inflammatory mass round the gall- 
bladder. When the stone was removed it had a large facet on it, showing that there 
was, or had been, another stone in the gall-bladder, but no others were felt in the 
intestine and it was impossible to make out any more in the mass round the gall- 
bladder. However, eleven days later she was not making satisfactory progress and, 
her wound being in danger of rupturing, her abdomen was again explored, and 
now the second gall-stone was found obstructing the first loop of jejunum; when 
removed it had not one, but two, large facets, so evidently there was a third stone, 
but this was not in the intestine and the patient’s condition did not warrant ex- 
ploring the gall-bladder. She made little progress after this operation and on the 
third day had more colic and vomiting; she also had a left femoral thrombosis ; 
the abdomen was therefore opened for the third time in a fortnight, and the final 
stone, which had now also migrated into the jejunum, was removed, while at the 
same time an assistant tied her femoral vein. From all this she made a slow but 
steady recovery, and now enjoys tolerably good health for an old lady of eighty- 
eight years. 
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PAEDIATRIC EMERGENCIES 


By RICHARD W. B. ELLIS, M.D., F.R.C.P. 
Professor of Child Life and Health, University of Edinburgh. 


SINCE most of the emergencies of later childhood may be encountered in 
adults, consideration will be given only to those conditions occurring in 
the first year of life, particular emphasis being laid upon the new-born 
period. Deaths during the first month of life still accounted for a feetal 
wastage of fourteen thousand in England and Wales in 1949, and a sub- 
stantial, though diminishing, proportion of this wastage is preventable. 


ASPHYXIA AND APNGA 

Failure to establish respiration satisfactorily at birth or to maintain it during 
the neonatal period is a symptom of a wide variety of conditions, and one 
carrying grave risks to the infant. ‘The anoxia with which it is associated will, 
if prolonged, result in death or irreversible damage to nervous tissue. Of 
the maternal conditions responsible, eclampsia, placenta previa, ante- 
partum hemorrhage, and labour involving pressure on the cord, may be 
mentioned as among the more important, whilst the risks of inexpert 
anzsthesia or the administration of morphine derivatives to the mother 
shortly before delivery are not always fully realized. Of foetal conditions, 
birth trauma and obstruction of the respiratory passages are of outstanding 
importance, though Czsarean delivery also carries an appreciable risk to 
the feetus, and is often associated with some delay in establishing respiration, 
even if permanent damage is avoided. Premature infants are particularly 
liable to suffer from asphyxia, and in the feebler infants respiration is often 
not securely established until some weeks after birth; this will be indicated 
by recurrent colour changes and periods of apnoea. In these infants also, 
asphyxia may be produced by the inhalation of vomitus. 

Birth asphyxia has for long been classified as asphyxia livida when the 
infant is deeply cyanotic, and as asphyxia pallida when the infant is pale 
and profoundly shocked. More recently, emphasis has been placed not only 
on the infant’s colour but also on other evidence of shock. Thus Flagg 
(1944) has defined three degrees of severity. ‘Mild’ asphyxia is characterized 
by duskiness or slight cyanosis, good muscle tone, strong heart action and 
pulsation of the cord, the presence of reflexes, and resistance to movements 
of the head and extremities. Cases of ‘moderate’ asphyxia show deeper 
cyanosis, diminished muscle tone, no resistance to opening the mouth, 
feebler heart action and cord pulsation, with the heart rate either slowed or 
increased ; respiration when it occurs is gasping or irregular. In the ‘severest’ 
cases the infant appears pallid or grey, muscle tone and reflexes are absent, 
heart action is minimal, and pulsation is not detected in the cord. 
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In undertaking treatment, it must be kept in mind that the infant’s primary 
and immediate need is for oxygen. The condition of anoxia may be due to 
one or more factors, namely, blockage of the air passages by mucus or 
inhaled liquor, stagnation of the circulation due to shock or cerebral hemor- 
rhage, and defective utilization of oxygen by tissues poisoned by drugs or 
anesthetics. (Asphyxia due to foetal malformation, e.g. congenital morbus 
cordis, will not be considered here, although it should be kept in mind in 
differential diagnosis.) 

Clearing the air-passages.—Inhaled liquor amnii will usually drain from 
the lungs of the full-term infant without difficulty if the head is lowered 
and the mouth kept open (the head should not be lowered, however, if 
intracranial injury is suspected). If the liquor is contaminated with meco- 
nium or considerable amounts of vernix, and if much mucus is present in 
the air passages, mechanical extraction is likely to be necessary. ‘This applies 
particularly to premature infants. 

At least three sterile mucus extractors should be available and any one 
which has become blocked should be discarded. Several patterns are in 
use, many of them dangerous and unsatisfactory. In order to avoid damage 
to the infant’s vocal cords and oropharynx, the portion to be inserted should 
consist of a soft rubber catheter with rounded end, and even this should be 
used with the utmost gentleness. (Metal extractors or hard rubber tubing 
of wide bore can easily do considerable damage.) ‘The extractor should be 
fitted with a trap, to prevent secretions entering the operator’s mouth, and 
the practice of blowing through a blocked extractor and re-using it should 
never be allowed. It must also be remembered that if the end of the extractor 
is applied to mucous membrane, forcible suction may easily tear the mucosal 
wall. In most cases of mild asphyxia, extraction of fluid and mucus from 
the oropharynx is all that is necessary. In the more severe degrees, how- 
ever, extraction under direct laryngoscopy, or the passage of a catheter 
through the larynx, may be necessary. For this purpose the infant laryngo- 
scope designed by Blaikley and Gibberd (1935) is suitable, but its use 
requires considerable skill. 

Administration of oxygen.—Immediately following birth, a stream of 
oxygen may be played directly on to the infant’s face, which serves the 
double purpose of peripheral stimulation of the trigeminal nerve and of 
ensuring that with the first gasp the infant receives a breath rich in oxygen. 
It is unsuitable, however, for more prolonged use. Another temporary 
expedient is the application of a rubber face mask or funnel over the infant’s 
nose and mouth, oxygen being delivered through it at a pressure of not 
more than 15 mm. mercury. Unless the mask is fitted with an outlet valve 
it should be applied and lifted ten to fifteen times a minute. In more severe 
cases the infant’s tongue should be drawn forward. The delivery of oxygen 
through an intratracheal catheter (passed under direct laryngoscopy) is 
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sometimes advocated, but there are objections to this method in unskilled 
hands. It has also been pointed out that blowing oxygen into the lungs 
under continuous pressure may in fact contract the pulmonary circulation, 
thus hindering rather than aiding oxygen-exchange, and that such pressure 
as can be used with safety will be insufficient to expand atelectatic alveoli. 

For infants such as small prematures requiring oxygen over a longer 
period, one of the numerous types of oxygen tent should be used. The 
closed-cot incubator to which oxygen is led in through a source placed near 
to the infant’s face is satisfactory, but if this is not available an oxygen-hood 
covering the infant’s face can be improvised from X-ray films joined with 
adhesive tape, and attached to an apron of polythene sheeting which can 
be tucked under the cot cover. Oxygen should be bubbled through warm 
water and supplied at the rate of approximately 2 to 4 litres a minute. An 
oxygen saturation of 40 per cent. can be tolerated over long periods, and 
up to 80 per cent. may Safely be given for short-term resuscitation. In 
using a closed tent, care must be taken to avoid overheating. 

The use of 5 per cent. CO, in oxygen is not indicated in the immediate 
treatment of birth asphyxia, since the CO, content of the blood will already 
be above the level which would normally stimulate the respiratory centre. 
It may, however, be substituted for pure oxygen for short periods, e.g. 
five minutes per hour, in the case of infants who have already breathed, but 
in whom there is persistent atelectasis and recurrent apnoea or irregular 
respiration. 

In the case of infants who have failed to breathe at all, good results have 
been claitned for the administration of oxygen by the gastro-intestinal 
route (Akerren and Furstenberg, 1950), since there is some evidence that 
oxygen may in fact be absorbed from the bowel and the initial anoxia 
temporarily relieved. Two No. 10 Nelaton rubber catheters are passed 
into the stomach and one connected with an oxygen cylinder and flow- 
meter; the second serves as an overflow vent to prevent overdistension of 
the gastro-intestinal tract. (Ostry [1951] has recently described a modi- 
fication of the rather cumbersome two-catheter method, using a length of 
Miller-Abbot tube, sealed at the distal end but with two or more holes 
made laterally in both channels. The two channels serve as oxygen inlet- 
and outlet-vent, respectively.) With this safety device, oxygen can be 
supplied at the rate of 3 litres per minute, though the abdomen must be 
carefully watched for overdistension, and the free end of the overflow vent 
passed under water to make certain that it is functioning. This method does 
not, of course, do away with the necessity of supplying oxygen to the lungs 
when respiration starts. 

Artificial resuscitation —T he older methods involving vigorous manipula- 
tion, cold douching and the like, are entirely unsuitable for premature and 
severely shocked infants, and are unnecessary in cases of mild asphyxia. 
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Any form of peripheral stimulation must be used with discretion. A stream 
of oxygen played on the face, flicking the soles, cold water splashed on the 
cheeks (if the infant is otherwise kept warm), dilatation of the anal sphincter, 
or a not too vigorous smack, are forms of stimulation which are unlikely to 
be harmful and may help to stimulate onset of respiration in cases of mild 
and moderate asphyxia. The principle of Eve’s rocking method of resus- 
citation may safely be applied to infants except when there is a likelihood of 
cerebral haemorrhage having occurred during a difficult delivery. The 
infant’s head is alternately raised and lowered, at the rate of ten double- 
rocks a minute. (This is likely to be effective only if the infant has already 
gasped or breathed.) If the method is to be continued for any considerable 
length of time, the bassinet can be placed across a central pivot. A number 
of types of mechanical resuscitator and pulmotor have been devised, based 
either on the principle of delivery of oxygen at regulated pressure to the 
nasopharynx through a face mask filled with an escape valve, or of applying 
alternative positive and negative pressure to the thorax, but their value and 
safety are not universally accepted. In the case of pressure applied to the 
thorax, it is generally considered that this cannot serve to expand an un- 
aerated lung, although it may help to maintain respiration when this has 
been precariously established. Mouth-to-mouth insufflation has long been 
used, and although it carries definite risks of rupturing the stomach or 
alveoli and carrying infection from the operator’s mouth to the infant’s 
respiratory tract, it is still likely to find a place in domiciliary practice. 

A pad of gauze is placed over the infant’s mouth, and the operator breathes 
through it ten to fifteen times a minute in order to attempt the establishment of 
independent respiration. Its use should be followed by the prophylactic use of 
antibiotics to lessen the risks of infection. 

Phrenic stimulation, although still in the experimental stage in the case 
of birth asphyxia, appears to offer a more physiological approach to the 
problem of resuscitation. 

General measures.—It must be remembered that the severely asphyxiated 
infant is in a state of shock and that this must not be increased by attempts 
at resuscitation. It is essential that the infant should be kept warm. He 
should be wrapped in a warm blanket immediately after delivery and sub- 
sequently placed in a warmed cot or incubator. Apart from the regular 
changes of position which are desirable to aid drainage from the lungs and 
to help overcome atelectasis, handling should be reduced to a minimum. 

Drugs.—Respiratory stimulants, such as lobeline hydrochloride, the 
action of which depends upon the integrity of the carotid body, and niketh- 
amide, the action of which is thought to be directly on the medullary centres 
but may also involve the carotid body, are probably of some value in the 
milder cases of asphyxia. In the most severe cases they are useless or 
actively harmful. These drugs may be injected into an umbilical vein at 
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birth, and washed through with saline. The dosage used should not exceed 
3 mg. of lobeline hydrochloride in 1 ml., or 0.5 ml. of a 25 per cent. solution 
of nikethamide. In the case of lobeline, it is essential to make sure that the 
ampoule used contains 3 mg. to 1 ml., since ampoules containing 10 mg. to 
1 ml. are also supplied. The umbilical veins must also be identified carefully, 
since injection into an umbilical artery may produce the neonatal sciatic 
nerve syndrome. For the most severe cases of asphyxia, and for small 
premature infants, caffeine sodium benzoate, } to 4 grain (16 to 32 mg.), 
or adrenaline, 2 minims (0.12 ml.) of a 1 in 1000 solution, is preferable. 
Penicillin should be used prophylactically when there has been inhalation 
of contaminated liquor. 


INTESTINAL OBSTRUCTION 

Although the treatment of the different types of intestinal obstruction 
occurring in the neonatal period is essentially a matter of skilled surgery, 
the prognosis is determined largely by their early recognition in domiciliary 
practice. Atresia or stenosis of the gut may occur at any point from the 
cesophagus to the anus, and with the exception of pyloric stenosis, in which 
the symptoms commonly occur from ten days to three weeks after birth, 
evidence of congenital obstruction is likely to be found during the first 
twenty-four to forty-eight hours of life. The new-born infant should always 
be examined to make sure that the anus is patent, and vomiting, distension, 
and failure to pass meconium should call for immediate investigation. 
Straight X-rays will often suffice to determine the approximate site of 
the obstruction, since if this is congenital the gut above will contain air, 
whereas that below will be airless and collapsed. 

(Esophageal atresia.—The most common type encountered is that in 
which the upper part of the esophagus ends as a blind pouch and the lower 
portion forms a fistula between the trachea and stomach. The condition 
therefore differs from other forms of atresia in that air can enter the gut 
freely. The first symptom will be vomiting, or ‘bubbling’ of air and mucus 
from the mouth. Mucus may be vomited before fluid has been given by 
mouth, and the first feed will result in immediate vomiting associated with 
cyanosis, since the ingested fluid will spill over from the blind pouch and 
some part of it be inhaled. The gentle passage of a small esophageal catheter 
will usually demonstrate clearly that the esophagus ends blindly, and 
confirmation can be obtained from antero-posterior and lateral X-rays. 
Barium should never be given for diagnostic purposes, as it will enter the 
lung and result in inhalation pneumonia. (If it is felt essential for diagnosis 
to use a contrast medium, a very small quantity of lipiodol should be in- 
jected through the esophageal tube and sucked out as soon as the skiagram 
has been obtained.) 

Duodenal atresia.—Although much less common than pyloric stenosis, 
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this condition should be borne in mind in differential diagnosis. Here the 
vomiting, which may become projectile and associated with visible gastric 
peristalsis, starts with the first feed. If the obstruction is below the ampulla 
of Vater, the vomitus will contain bile (which is not the case in pyloric 
stenosis), and the meconium will be minimal, colourless, and contain no 
vernix caseosa. No tumour will be felt on palpation of the abdomen. Con- 
firmation is obtained by straight X-ray, from which it will be seen that the 
stomach contains air but the gut below it is airless (fig. 1). A contrast medium 


Fic. 1.—Duodenal atresia (infant aged one day). The 
stomach is filled with air, whilst the small and large 
intestine are airless. 


is rarely necessary but, if employed, lipiodol is preferable to barium, Pre- 
operative treatment consists in washing out the stomach, followed by gastric 
suction, withholding all fluids by mouth, and administration of parenteral 
fluids, either subcutaneously or by intravenous drip, to correct dehydration. 
Owing to the risk of alkalosis in high obstruction physiological saline and 
not alkali should be used for stomach washouts. 

Imperforate anus and rectal atresia.—The anus may be absent or vestigial, 
when the condition will be obvious on inspection; or the anus may appear 
normal, but persistence of the anal plate may cause complete obstruction of 
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the anal canal. In the latter case, passage of a finger-tip through the anus will 
demonstrate the obstructing membrane which bulges when the infant cries 
or strains. In cases of rectal atresia, a variable portion of the rectum is 
absent or reduced to a solid cord, and bulging of the obstruction may not be 
obvious on digital examination. 

Every new-born infant should be inspected to make sure that the anus 
appears normal and patent, and a record should be kept of the passage of 
meconium. Failure to pass meconium within twenty-four hours of birth 
(unless foetal distress has caused its passage before or during delivery) 





Fic. 2.—Imperforate anus (infant aged two days). Lateral 
X-ray taken with infant suspended head-downwards, 
showing air in rectum filling blind pouch. 


should call for investigation, since distension and vomiting may not occur 
until later. 

A straight X-ray of the abdomen should be taken with the infant 
suspended head downwards, and with a metal marker placed over the site 
of the anus. Air in the gut will rise to the point of obstruction, and in this 
way it is possible to estimate the length of gut occluded (fig. 2). It will also 
help to distinguish between rectal atresia and obstruction at a higher level, 
e.g., in the small bowel, which may be due either to atresia or meconium 
ileus. In the latter condition, which is associated with fibrocystic disease of 
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the pancreas, the whole of the colon will be found to be collapsed and of very 
small calibre, whilst the lower part of the ileum is filled with putty-like 
meconium and the gut dilated above the obstruction. 


INTUSSUSCEPTION 

Unlike the types of obstruction already mentioned, intussusception rarely 
occurs within the neonatal period, the peak incidence being between five and 
seven months of age. It is commoner in males than females, and usually 
occurs in infants who have previously appeared well. The first and most 
characteristic symptom is the sudden onset of attacks of severe, colicky pain, 
occurring at intervals of about twenty minutes and lasting from a few 
seconds to minutes. The pain is sufficient to make the infant cry out, draw 
up the legs, and sometimes to change colour. The attack is followed by a 
period of freedom from pain in which the infant either appears normal or, 
if the pain has been more prolonged and severe, collapsed and shocked. 
Rectal examination within a few hours of onset may reveal blood on the 
examining finger. Absence of blood at first, however, should not be held to 
contraindicate the diagnosis; since the site of the intussusception is com- 
monly in the region of the ileocolic sphincter, one or more normal stools 
may be passed before blood reaches the rectum. Vomiting is also unreliable 
as an early symptom, since it may not occur for twenty-four hours or more 
after the onset of the characteristic attacks of pain. The most important 
diagnostic sign is the presence of a palpable tumour, the size and position 
of which will vary with the duration and degree of the intussusception. The 
classical large, sausage-shaped tumour, concave towards the umbilicus, 
associated with emptiness of the right iliac fossa, is often not demonstrable 
until the condition has been present for some considerable time, whilst 
palpation of the head of the intussusception on rectal examination is only 
likely to be possible in neglected or rapidly progressive cases. 

Since early diagnosis is highly important in prognosis (the mortality rate 
rising steeply after the first twenty-four to forty-eight hours), the occurrence 
of the characteristic attacks of pain plus the presence of a tumour should 
call for immediate operation. If the history is sufficiently suggestive and no 
tumour can be felt owing to rigidity of the abdomen, the infant should be 
re-examined in a warm bath or under an anzsthetic; in the latter event, 
preparations must be made for proceeding immediately to operation if the 
tumour is then felt. 


HZ MORRHAGIC DISEASE OF THE NEWBORN 
In this somewhat ill-defined condition, spontaneous hemorrhage occurs 
usually on the second to fourth day after birth, associated with a fall in the 
prothrombin level of the blood. The latter is an exaggeration of the normal 
fall which occurs at this time, and is liable to be more marked in premature 
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infants. Apart from cephalhamatoma, which is sometimes considered a mani- 
festation of the disease, the commoner sites of haemorrhage are the gastro- 
intestinal tract (hamatemesis or melzna) and the stump of the umbilical 
cord. Occasionally hemorrhage occurs from the vagina or renal tract. It is 
noteworthy that many of the infants with subdural hemorrhage dying within 
the first four days after birth show evidence of acute pulmonary hemorrhage, 
which may possibly be a further manifestation of the disease, or related 
more directly to anoxia. 

Since hypoprothrombinzmia is an essential finding in hemorrhagic 
disease of the newborn, treatment includes the correction of this by the 
administration of vitamin K. Although it has not been shown conclusively 
that administration of vitamin K to the mother before delivery effectively 
prevents hemorrhagic disease in the infant, it appears rational to administer 
vitamin K immediately before delivery to women in whom a difficult or 
premature labour is expected. The infant in such cases should receive an 
injection of 5 mg. of a water-soluble analogue of vitamin K (e.g. ‘synkavit’, 
which contains 10 mg. in 1 ml.) intramuscularly, immediately after birth as 
a prophylactic measure. 

In treating the infant in whom hemorrhage has already occurred, 5 mg. 
of vitamin K should be given immediately by injection, repeated in four 
hours, and again if necessary. If haematemesis or melzna is in fact due to 
the swallowing of blood during delivery, no harm will have been done by 
the administration of vitamin K, whereas failure to treat promptly a true 
case of hemorrhagic disease may prove fatal. In infants in whom the 
hemorrhage has been sufficient to produce evidence of shock, or in whom 
the hemoglobin has fallen to 60 per cent. (Haldane) or less, immediate 
transfusion is indicated. This will arrest hemorrhage promptly and also 
make good the blood loss, whereas the administration of vitamin K will 
require several hours to become effective. It is much safer to transfuse a 
doubtfully severe case than to risk the further hemorrhage which may 
occur before the prothrombin level is adequately raised. 
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Newcastle-upon-T yne. 


Few will doubt that many obstetric emergencies, particularly in domiciliary 
practice, can be averted by antenatal care. The experienced general prac- 
titioner develops a clinical astuteness which results in careful selection of 
patients suitable for delivery in their homes. But the supervision must be 
meticulous, the routine full and thorough, attendances frequent and care- 
fully checked, especially in the second half of pregnancy; abnormal findings, 
however slight, call for action and not mere annotation, and there should be 
no hesitation in seeking consultant opinion. Clinical assessment of the bony 
pelvis, cervix and pelvic floor should be made in all cases, preferably between 
the 34th and 36th weeks. Doubtful cases may demand expert radiological 
pelvimetry. The educational value of the antenatal consultation must never 
be overlooked, and physiotherapy should be employed when available 
(Read, 1951). Unfortunately, in the present confused state of the Maternity 
Service, much that passes as antenatal care is casual and lacking in essential 
continuity. Even under an ideal regime of supervision, it would be folly 
to suppose that immunity from obstetric emergencies can be guaranteed. 

“There are but two things that have much effect on me at a labour, 
hemorrhage and convulsions’. So said William Hunter 200 years ago—and 
despite the many advances in obstetrics, his words still have a great deal of 
meaning today. 

ECLAMPSIA 

Diagnosis.—F its occurring in a woman during the later months of pregnancy, 
in labour, or during the first forty-eight hours after labour, are almost in- 
variably due to eclampsia. The characteristic convulsion, the antenatal 
background, the generalized, though not gross, edema, the hypertension, 
and the scanty and heavily albuminous urine, rarely leave the diagnosis in 
doubt, although cerebral vascular accidents must be borne in mind; and 
some caution must be exercised in post-partum cases (Martin and Sheehan, 
1941; Kendall, 1948). The known epileptic and the hysteric are generally 
easily recognized. 

Treatment.—Except for first-aid treatment of the emergency, there is no 
place for such a patient in her own home. Tight clothing should be loosened, 
the patient rolled into the semi-prone position, a padded spatula or spoon- 
handle put between the teeth, mucus and fluid wiped from the mouth, and 
the limbs restrained to avoid injury. As soon as the fit is over, but not 
before, the patient is lifted into bed, if not already there, and morphine, 
4 grain (22 mg.), administered immediately. In the rare event of the first 
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fit occurring in the second stage of labour, the patient should be delivered 
by forceps and the sedative given while she is under the anesthetic. While 
an ambulance, fitted with oxygen apparatus, is on its way, the practitioner 
should be prepared to give open ether on a mask if the fits tend to recur 
rapidly, and he should in all cases accompany the patient and the nurse as 
far as the hospital. The oxygen will at times be found valuable on the 
journey. In some areas the hospital is prepared to dispatch a team to 
administer rectal ‘avertin’ (bromethol) (Dewar and Morris, 1947). 

The hospital management and treatment of eclampsia have been appro- 
priately summarized by Bowes as ‘protection’, and readers are referred to 
his contribution on the subject (Bowes, 1951a). The paramount aim is to 
control the fits, and hospitals naturally vary in the precise routine of seda- 
tion. Chloral hydrate rectally and the barbiturates subcutaneously are ex- 
tensively employed. Like Bowes, we advise magnesium sulphate, but in 
25, or even 50, per cent. solution, intravenously. Intravenous concentrated 
glucose solution, 25 per cent., encourages renal activity. Clinics which 
attach great importance to the reduction of hypertension have reverted to 
‘veratrone’ (Irving, 1947), but the place of the methonium compounds for 
this purpose awaits further investigation and the elucidation of their 
hazards. It will be obvious that such close observation, nursing attention, 
clinical, and later biochemical, investigation can only be carried out under 
fully equipped hospital conditions. 

Pre-eclampsia.—Few will fail to appreciate the urgency of the eclamptic 
fit, but the urgent nature of the pre-eclamptic state is not always realized. 
It is true that a few cases of eclampsia are ‘fulminant’ and completely un- 
expected, but the vast majority have been preceded by pre-eclamptic 
symptoms and signs, recognizable by close antenatal supervision. ‘The 
reader is referred to the clinical classification in The Practitioner (Bowes, 
1951b). It is unlikely that the regime prescribed even in the ‘mild’ cases can 
be efficiently fulfilled in domiciliary practice, and bitter experience leads 
us to urge that all cases with blood pressure of 140/90 mm. Hg or over, 
slight edema, and even minimal albuminuria should be admitted to hospital. 

The same applies to the known ‘chronic hypertensive’ showing further 
rise of blood pressure and the slightest appearance of edema and 
albuminuria. There can be no better use for antenatal beds. 


H EZ MORRHAGES IN PREGNANCY 

Abnormal blood loss is always an emergency in that it calls for urgent 
attention. In pregnancy, although slight loss may arise from the decidua or 
cervix (erosion, polypus, or rarely carcinoma), bleeding, however trivial, 
signifies chorionic or placental detachment, and implies danger to both the 
mother and her pregnancy. 

Before the 28th week, the bleeding generally signifies abortion in some 
form, and in the absence of pain, severe loss, or escape of liquor, calls for 
urgent conservative treatment at home. The reader’s attention is drawn to 
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the article on “Treatment of Threatened Abortion’ (Stallworthy, 1951), and 
especially to the adverse comments on vaginal examinations and attempts at 
correction of retroversion in such cases. Only severe bleeding, rare in cases 
of spontaneous abortion, calls for active intervention. Morphine, 4 grain 
(22 mg.) subcutaneously, and ergometrine, 0.5 mg. intravenously, should be 
given, and a scrupulously aseptic vaginal examination carried out. Occasion- 
ally the ovum can be scooped digitally out of the lower part of the uterus. 
Transfer to hospital for complete evacuation is necessary unless the entire 
ovum has been removed, but there should be no hesitation in calling the 
Emergency Service for the occasional shocked and exsanguinated patient. 

In all cases of apparent early abortion, the practitioner should keep in 
mind the possibility of tubal pregnancy. The clinical picture in such cases is 
governed by the amount, suddenness and rapidity of the internal hemor- 
rhage; a short period of amenorrheea (5 to 7 weeks); abdominal pain, lateral, 
sharp, and preceding and dominating the bleeding; occasional shoulder 
pain; shock and pallor at the time of the attack and out of proportion to the 
amount of external loss; lower abdominal tenderness and guarding (not 
rigidity); all these are significant. Vaginal examination in the acute case re- 
veals exquisite tenderness in all the fornices and on moving the cervix; in 
the more chronic case, tender masses of semi-organized blood clot behind 
and lateral to the uterus. All such cases call for urgent removal to hospital, 
as even a subacute or chronic case may at any moment become acute and 
dangerous. If possible it is better to avoid morphine in such cases as it may 
confuse the diagnosis in hospital. 


ANTEPARTUM H4MORRHAGE 

Despite changes in hospital treatment of hemorrhage, however slight, after 
the 28th week of pregnancy, or in the earlier stages of labour, the principles 
of domiciliary management remain the same. In a mild case there is time 
for reference to the antenatal record and previous history; a general ex- 
amination of the patient for evidence of pre-eclampsia; an abdominal 
examination of the uterus for size, tone, behaviour, tenderness; of the 
foetus for presentation and position; and of the presenting part for its pre- 
cise relationship to the pelvic brim. On no account should digital vaginal 
examination be carried out. Even a gentle speculum examination, though 
permissible, is better deferred until admission to hospital. In the more severe 
case there is little time for such refinements; morphine, 4 grain (22 mg.), 
should be given, a firm abdominal binder and vulval pad should be applied, 
and the patient rapidly transported to hospital. For the occasional severe and 
shocked case the Obstetric Emergency Service (O.E.S.) should be sum- 
moned although, judging from our records of nearly 1000 calls, it is rarely 
required. 

Hospital treatment.—Only fully equipped hospitals with adequate resident 
and specialist staff (including pediatricians and anesthetists) should accept 
such cases; and stored blood should be readily available. The patient 
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should be in a ward and not a single room. Blood group and Rh factor 
should be known and appropriate transfusion instituted when required. 
Assuming that labour has not started, the treatment is governed by the 
situation of the placental site and the maturity of the pregnancy—-and only 
to a smaller degree by the parity of the patient. 

The dominant factor in most cases is the placental site, for if it encroaches 
in part or in whole upon the lower segment, the menace of further severe 
hemorrhage is ever present. Hence, before the days of safe and available 
blood transfusion such a patient was ‘never safe until she was delivered’. 
At that time too, the view ‘that the only way to locate the placenta was to 
feel it through the cervix’ led naturally to immediate digital exploration of 
the cervix and lower segment (with its attendant risks of severe hemorrhage 
and sepsis), and compelled resort to emergency procedures, such as plugging, 
hydrostatic bags, bipolar version and Willett’s forceps. Later, Caesarean 
section began to be used, but was restricted to selected cases late in preg- 
nancy and with little antecedent bleeding. Few were satisfied with forms of 
treatment that resulted in a maternal mortality of 6 to 7 per cent., and a 
foetal wastage of 50 to 60 per cent. 

It required the work of Macafee (1945) and Johnson (1945), and more 
recently Stallworthy and his colleagues (1950a), to establish the new attitude, 
based on conservatism and a new method of locating the placenta without 
digital exploration. A team at Oxford has devised a scheme of soft-tissue 
radiography combined with posturing of the patient for which they claim 
practically 100 per cent. accuracy. Furthermore, by scrupulous attention to 
‘high heads’ and malpresentations in the antenatal period, they have diag- 
nosed 28 per cent. of cases of placenta praevia before hemorrhage has occurred. 
Under such a routine, those patients with a normally situated placenta 
(accidental hemorrhage) can safely be allowed to leave hospital on cessation 
of bleeding, and provided that any underlying toxemia has been successfully 
checked. If, however, the hemorrhage is uncontrolled or in part concealed, 
and labour does not start spontaneously, the membranes are ruptured, a 
binder applied, and doses of 2 units of ‘pitocin’ intramuscularly are given at 
half-hourly intervals until pains are established. 

Completely concealed accidental hemorrhage is an unmistakable rarity. The 
patient, usually toxemic, is seized vvith severe abdominal pain and rapidly 
passes into a condition of shock of varying severity. The uterus is ‘larger 
than dates’, hard and very tender. Foetal parts cannot be identified; the 
foetal heart is not audible. Immediate treatment for shock by morphine, 
} grain (16 mg.), an abdominal binder, intramuscular ‘pitocin’, 2 units, and 
urgent transfer to hospital, are required. Some cases demand the O.E.S. In 
hospital most of these cases are treated conservatively, but Czsarean section, 
with or without hysterectomy, may be required. The grave complication of 
‘symmetrical cortical necrosis’ occasionally supervenes, and is now treated 
with considerable hope of success along the lines advocated by Bull and his 
co-workers (1950). On the other hand, if the placenta is shown by X-ray to 
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be ‘previa’, the patient, with rare exceptions, must remain in a hospital bed. 
Anzmia is treated by iron, intravenously if required. Blood loss is replaced 
by transfusion, as required. Unless precipitated by severe and persistent 
haemorrhage or the onset of premature labour, active treatment is deferred 
until the 36th to 38th week. The patient, prepared for Cazsarean section, is 
then taken to an operating theatre fully set out for abdominal operation and, 
for the first time since admission, is examined vaginally under an anesthetic, 
and the presence of the placenta is gently confirmed. The method of treat- 
ment is now decided by the amount and the situation of the placenta in the 
lower segment. If by pressure from above the fetal head can be made to 
enter the pelvis and lower segment to a degree adequate to compress the area 
of placental detachment (and provided that such downward pressure of the 
head does not cause embarrassment of the fetal heart as determined by 
auscultation) simple rupture of the membranes and an abdominal binder are 
adequate. If, however, the head does not fit well (and this will be especially 
the case with the posterior placenta which, by overlapping the promontory 
of the sacrum, restricts the available true conjugate diameter), lower seg- 
ment Czsarean section is required. Drip blood transfusion, started before 
the anesthetic, is advisable in all cases. By this routine, Stallworthy and his 
colleagues have reduced maternal mortality to 0.4 per cent., and fetal 
mortality to 18 per cent. (Stallworthy, 1950b). 


POSTPARTUM H4MORRHAGE AND RETAINED PLACENTA 
Tears of the vestibule, perineum, vagina and cervix may cause bleeding in 
the third stage, especially in cases of precipitate labour or difficult assisted 
delivery (e.g. forceps, breech extraction). In these cases the palpable fundus 
is firm and contracted, and the source of bleeding can be seen, or visualized 
by speculum. Ligatures or well-placed sutures will suffice in most cases. 
Deep cervical tears in domiciliary practice are difficult to suture, and may 
require control by firm pad pressure until the O.E.S. arrives. 

In the vast majority of cases, however, the source of bleeding is the 
placental site, which fails to contract and retract, either because of re- 
tained placenta or clots, or because the uterine musculature is at fault. ‘The 
aims of immediate treatment are therefore to empty the uterus, and to secure 
and maintain retraction. The procedure is to massage the fundus and expel 
clots. If bleeding continues or recurs, the massage should be repeated and 
the uterus squeezed by Credé’s method to express the placenta out of the 
upper into the lower segment. Continuation of the massage, and downward 
and backward pressure on the fundus will then expel the placenta from the 
lower segment out through the vagina. Caution must be exercised in the use 
of the Credé method because it causes shock, may increase hemorrhage by 
incomplete detachment and tearing of placenta and, if the uterus is not 
firmly contracted, the process of acute inversion may be started. If it fails 
after one attempt (or at most two), and the bleeding continues, ergometrine, 
0.5 mg. intravenously, should be given. This will usually check the hemor- 
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rhage while deliberate preparations for manual removal are made. If in the 
meanwhile, however, the patient becomes shocked, the O.E.S. should be 
called, and no attempt at manual removal made until blood transfusion has 
been instituted. At manual removal, the gloved hand freely smeared with 
‘dettol cream’ should be used, the greatest care taken that no remnant of 
placental tissue is left behind, and in withdrawing the hand bimanual com- 
pression be employed to control and massage the uterus, while a further dose 
of ergometrine is given. A hot intra-uterine douche is not essential nowadays. 
If an hour-glass contraction is present, an ampoule of amyl nitrite on the 
anesthetic mask will enable the coned hand to pass gradually through the 
ring, while the fundus is steadied by the abdominal hand. In the very rare 
event of true morbid adhesions (placenta accreta), there is grave danger of 
further hemorrhage, and even of perforation. It is then wise to desist, give 
more ergometrine, and send for the O.E.S. Hysterectomy after resuscitation 
is often required. 

If the hemorrhage begins only after the placenta has been delivered, the 
fundus must be vigorously massaged, clots expressed, and intravenous 
ergometrine given. If bleeding does not stop, or recurs, there should be no 
hesitation in manual exploration of the uterus to clear out the clots, and 
occasionally a piece of placenta (succenturiata) or membranes. The uterus 
can then be controlled bimanually until it responds. It is noteworthy that 
this type of hemorrhage may be concealed and the uterus may fill up 
sufficiently to cause shock before much external bleeding is noticed. A 
placenta retained without bleeding is best removed during the second hour. 
Deliberate manual removal is preferable to attempts at Credé’s expression. 
The technique and possible difficulties are as previously described. Before 
proceeding, it is wise to re-check the physical signs, as not infrequently the 
placenta has in fact descended and can be expelled by simple downward and 
back pressure on the contracted fundus. All patients submitted to intra- 
uterine manipulations should be given a prophylactic course of penicillin 
and sulphonamides. 

Prophylaxis.—Careful management of the third stage of labour will avert 
many (but by no means all) cases of hemorrhage. In view of extensive 
trials, there is now much to be said for routine prophylactic ergometrine, 
intravenously, towards the end of the second stage. This is especially so in 
cases known to be predisposed to postpartum hemorrhage by prolonged 
labour, over-distended uterus, inertia, antepartum hemorrhage, anzsthesia 
and assisted delivery, multiparity, and a previous history of third stage 
complications. The vital factor in the technique is the timing of the intra- 
venous injection, which should be given just as the anterior shoulder is being 
released from behind the pubis. The head is then simply supported by the 
operator’s hands until the next powerful uterine contraction expels the rest 
of the foetus. By this means the trunk and buttocks of the foetus hold the 
cervix open while the placenta is being expelled. The danger of contraction 
ring has been greatly exaggerated (Lister, 1950). 
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OBSTETRIC SHOCK 

Basically, this is ‘surgical shock’ occurring in an obstetric patient. Con- 
tributory factors special to pregnancy and labour may exist but are not as 
yet understood. Obvious hemorrhage is the most common cause, but it 
should be noted that simple retention of the placenta for more than two 
hours may produce shock without bleeding. Hence the advice of manual re- 
moval of the simple retained placenta in the second hour. As a matter of 
experience also, some cases of third stage bleeding recover only partially 
with blood transfusion, but as soon as the placenta is removed the recovery 
is quite dramatic. Shock, otherwise unaccountable, may be due to rupture 
or inversion of the uterus. In the former, the history, type of labour, 
abdominal and uterine tenderness, and evidence of hemorrhage into the 
peritoneal cavity or cellular tissues will be significant. In the latter, if com- 
plete, the fundus will be absent from the lower abdomen and a mass will be 
seen at the vulva; if incomplete, a cup-depression will be felt on the fundus, 
and the mass will be palpable vaginally. 

An occasional case of profound shock occurs after a completely normal 
labour. The explanation is unknown, but an adrenal cortical factor is 
suspected. Characteristically such cases respond very slowly to blood trans- 
fusion, and occasional fatalities occur. 

Whatever the cause, obstetric shock warrants the attendance of the 
O.E.S. before any local active measures are adopted. 


PUERPERAL (OR SECONDARY POST-PARTUM) HZ MORRHAGE 
Inordinate red loss may occur during the lying-in period, and at times may 
amount to quite profuse and dangerous bleeding. Occasional cases are 
serious enough to call for the O.E.S. The usual causes are retained products, 
infection of cavity or lacerations, with associated subinvolution and retro- 
version. The primary treatment should be ergometrine, hot vaginal douches, 
and correction of retroversion, if present. Failure to respond calls for re- 
moval to hospital for digital exploration of the uterus and removal of re- 
tained products (if present). In some cases nothing whatever is found to 
account for the hemorrhage. Uterine and vaginal plugging and blood trans- 
fusion may be required. As an extreme rarity, chorionepithelioma must be 
kept in mind. 


EMERGENCIES ASSOCIATED WITH MECHANICAL 
ABNORMALITIES OF THE FIRST AND SECOND STAGES OF 
LABOUR 

These cases call for a systematic approach to determine :— 

(1) The maternal condition. 

(2) The condition and behaviour of the uterus. 

(3) The lie, presentation, position, attitude and engagement of the foetus; 
and its state as judged from the feetal heart. 

(4) A full and careful vaginal examination to assess the pelvic capacity, 
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state of cervix (dilatation, thickness of edge, application to presenting part 
during and between ‘pains’), membranes, precise details of presenting part 
(sutures, fontanelles, caput and moulding), degree of engagement, and 
whether or not there are any mechanical obstructions to deiivery per 
vaginam (e.g. tumours, placenta). It is neglect of, or difficulty in, this primary 
examination that causes the majority of errors. 

Primary uterine inertia (incoordinate uterine action) and its commonly 
associated occipito-posterior position, greatly harass the practitioner and 
make considerable demands on his judgment and patience. Primigravide, 
especially the ‘elderly’, provide the majority of cases and, as uterine activity 
is quite unpredictable in the antenatal phase, cases will continue to occur in 
domiciliary practice unless all primigravide are delivered in hospital. The 
coincidence of premature rupture of the membranes and minor degrees of 
disproportion add considerably to the hazards, and demand the most re- 
fined judgment. Assuming full and careful assessment of the case, reasonable 
sedation and efficient nursing attention to feeding, bladder, bowel, the 
avoidance of repeated vaginal examinations and futile attempts at digital 
dilatation of the cervix, and a careful check of the maternal condition and 
foetal heart (especially after rupture of the membranes), the patient may 
safely be kept at home for thirty-six to forty-eight hours. At that stage if the 
cervix is less than one-third dilated or has a thick edematous edge, or if the 
membranes have been ruptured for twelve to sixteen hours, admission to 
hospital is advisable. It is in just this type of case that the development of 
maternal or feetal distress may call for delivery before full dilatation—and 
may lead the doctor into that most humiliating of all emergencies, ‘failed 
forceps’ (see p. 355). 

Malpresentations.—Antenatal care, including X-ray examination in 
doubtful cases, should eliminate these from domiciliary midwifery. Some, 
however, escape through non-attendance, premature labour, or misdiagnosis. 
Others, like face and brow presentation, develop in the course of labour. The 
first essential in all cases is careful pelvic assessment, for contracted pelvis, 
if present, dominates treatment. Preservation of the membranes and close 
scrutiny for prolapse of the cord are most important. The primigravida breech, 
usually complicated by extended legs, requires teamwork and is safer in 
hospital: and there is much evidence that the same applies to the multi- 
gravida (Cox, 1950). The principles of delivery are routine episiotomy, 
under local or pudendal block, when the buttocks distend the perineum, 
non-intervention until the shoulders are born (even in cases of extended 
legs), unless the breech is arrested, slow deliberate delivery of the head by 
forceps or by jaw and shoulder traction aided by suprapubic pressure. Brow 
presentation and face presentation with chin posterior should be relegated to 
hospital. Mento-anterior cases with normal pelvis usually deliver normally. 
Transverse and oblique lie in the primigravida or multigravida with bad 
obstetric history is likely to have a serious underlying cause and calls for 
hospital delivery. In the multigravida with good obstetric history, in whom 
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no cause other than lax abdominal muscles can be detected, external 
cephalic version in late pregnancy or early labour is likely to be successful. 
If the presentation is unstable or if the malpresentation persists after rupture 
of the membranes, the sooner the patient is in hospital the better. 


PROLAPSE OF CORD 

The immediate danger is obviously to the foetus, but it must be remembered 
that an underlying cause of the prolapse (malpresentation, contracted pelvis, 
placenta previa) may constitute a danger to the mother. A full examination 
is therefore required in all cases. If no pulsation can be felt between the 
pains, the foetal heart cannot be heard, and no complicating cause is found, 
intervention is not required. If the cord is pulsating and the cervix is less 
than one-third dilated, the patient should be transported to hospital in an 
improvised Trendelenburg position and under light ether anzsthesia if the 
pains are frequent and strong. If the cervix is one-third or more dilated, the 
loop of cord may be wrapped in sterile gauze, pushed above the fresenting 
part, and an abdominal binder applied. If the breech presents, one leg may 
be drawn through the cervix to prevent recurrence. If the shoulder or arm 
presents, hospital treatment will be preferable, as careful judgment between 
internal version and Cesarean section will be required. In the rare event of 
expression of the pulsating cord in the presence of full dilatation, rapid 
episiotomy and forceps, or breech extraction, may save the baby. 


FAILED FORCEPS 

When moderate traction on the forceps meets with anything more than 
elastic resistance, it is wise to remove the blades and to re-assess the con- 
ditions fully with the whole hand, under good anzsthesia. Is the cervix 
really fully dilated and retracted above the head? If a rim of cervix can be 
felt around any part, dilatation is not functionally complete. At least 40 per 
cent. of failures are due to incomplete dilatation. Is the head well flexed and 
fully rotated so that the posterior fontanelle is behind the pubis? If there is 
difficulty in identifying the fontanelles and sutures, feel for the pinna and note 
its direction. About 25 per cent. of cases are due to unrotated or incompletely 
rotated occipito-posterior positions, and about 5 per cent. to unrecognized 
face and brow presentations. Is the greatest diameter of the head really 
through the brim?—Or have you been deceived by a large thick caput? 
About 15 to 20 per cent. of all cases are due to disproportion, including a few 
cases of hydrocephalus (3.6 per cent.). If all the ‘mechanics’ seem right, but 
there is an elastic recoil of the head after traction, think of the possibility of 
‘contraction ring’, and feel for it (about 2 per cent. of cases only are due to 
this cause). 

Good rules in domiciliary midwifery are:— 

(1) Never proceed to forceps delivery until you have personally confirmed 
by vaginal (not rectal) examination that the essential conditions are satisfied. 

(2) Confirm these findings again under the anesthetic. 
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(3) Never apply ‘high forceps’ or use excessive force. Both can inflict 
appalling damage to mother and baby. The maternal mortality from shock, 
hzmorrhage, and sepsis may be as high as 5 per cent., and the f~tal loss as 
much as 40 per cent. 

It is significant that after admission to hospital about 85 per cent. of these 
‘failed forceps’ cases are delivered vaginally, either by rotation and forceps, 
forceps alone, or spontaneously. Abdominal operation is required in only 
about 15 per cent. 

CONCLUSION 
Most obstetric emergencies in domiciliary practice require expert assistance. 
In general, it is more efficient and economic to send the patient to hospital, 
but in the more scattered rural areas where long journeys are entailed 
fuller use of the Obstetric Emergency Service might profitably be made. 
For any such scheme to work smoothly, there is urgent need for clear 
definition of the respective spheres of domiciliary and institutional care. 
Complete liaison between the general practitioner, the midwife, the ante- 
natal clinic and the hospital is the prime necessity, and this can only be 
achieved by basing the whole service on the maternity unit or hospital. 
Division of function between executive committees, local authorities, and 
hospital boards would thereby be avoided, and the practitioner and the 
midwife would be brought into closer relation with the hospitals. In annexes 
of these hospitals or in smaller maternity units, practitioners should have at 
their disposal beds for such of their cases as require hospitalization but not 


necessarily consultant service. The Royal College of Obstetricians and 
Gynecologists has repeatedly and for long advocated such a scheme. The 
occasional emergency arising despite full antenatal supervision and con- 
tinuity of care would by these means be handled more safely and with vastly 
less inconvenience to all concerned. 


The figures used in the section on ‘failed forceps’ are based on an analysis of 
363 cases at the Princess Mary Maternity Hospital, 1931-40. 
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NEUROLOGICAL EMERGENCIES 


By ERIC C. O. JEWESBURY, D.M., M.R.C.P., D.P.M. 
Neurologist, Royal Northern Hospital, and North Middlesex Hospital. 


Tuucypipes said of the Greeks that they possessed the power of thinking 
before they acted and of acting, too. An appreciation of the significance of 
the history and physical signs is obviously important in dealing with neuro- 
logical as well as other emergencies, but it would be irrelevant to discuss 
here the problems of differential diagnosis. Only the most important 
conditions will be considered. Some of them may not be regarded as 
emergencies in the sense of calling for special immediate action, but all of 
them can cause great alarm to the patient or the relatives. 


PAROXYSMAL DISORDERS 

Epilepsy.—A major epileptic attack is a disturbing sight to those un- 
accustomed to such things..Fortunately the seizure itself is harmless enough, 
and the only immediate need is to see that the patient does not injure 
himself during the convulsions. At the onset of the fit, a padded gag should 
be placed between his jaws, and his collar and tie loosened. A pillow should 
be put under his head but he must not be allowed to lie on his face. After the 
convulsive phase is over, he should be allowed to lie quietly or sleep under a 
blanket. A watch should be maintained for any confused behaviour or 
automatism as consciousness returns. Phenobarbitone should be given after 
the attack; sometimes the patient has missed taking it previously. 

In status epilepticus a series of convulsive attacks continues over a pro- 
longed period, without recovery of consciousness. This is a dangerous state 
and calls for prompt treatment. The simplest and most reliable procedure 
is the intramuscular injection of 10 ml. of paraldehyde, given straight from a 
bottle into the buttock. This usually has effect within fifteen to thirty 
minutes, but if there is no improvement after thirty minutes, a further 10 ml. 
is given. If necessary, 5 ml. can be repeated at half-hourly intervals, but if 
the patient fails to respond adequately to two or three injections of paralde- 
hyde, urgent admission to hospital must be arranged, as intravenous 
therapy and special nursing are likely to be needed. 

Minor attacks and epileptic equivalents are characteristically brief in 
duration. No special immediate therapy is required, but the nature of any 
odd or aggressive behaviour resulting from an epileptic disturbance must 
be explained to the relatives. 

Migraine.—The migrainous subject is usually all too accustomed to his 
sick headaches and knows that the attacks are self-limited. If headache is 
severe, he should lie down in a dark quiet place and try to sleep. Aspirin, 
phenacetin and caffein are sometimes helpful, and occasionally a mild 
hypnotic may be given. Sound sleep nearly always relieves or cures the 
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attack. Ergotamine tartrate is of value only to those who have warning 
symptoms before the onset of headache; if taken-early enough, it may 
successfully abort headache which is felt to be imminent. 

Meéniére’s disease.—In the acute attack of vertigo, usually associated with 
vomiting, tinnitus and nystagmus, the patient should be left to lie quite 
still in the most comfortable position. Movement of the head, particularly 
if he looks towards the aftected side, tends to aggravate the symptoms, and 
generally he dreads movement and prefers to lie on the sound side. Pheno- 
barbitone is helpful in limiting the attack. 

Trigeminal neuralgia.—It is said that no pain is worse than that of tri- 
geminal neuralgia. The attacks are usually so sudden in onset and so brief 
in duration that they elude immediate treatment. Sometimes the patient 
gets comfort from capsules of trichlorethylene, which can be broken and 
sniffed during a series of paroxysms. When attacks tend to recur frequently, 
a regular mixture containing aspirin, phenacetin, and tincture of gelsemium 
may be helpful or, alternatively, small regular doses of phenobarbitone may 
be given. If attacks persist, the advisability of. alcoholic injection of the 
Gasserian ganglion or division of the sensory root of the trigeminal nerve 
must be considered; in expert hands these are both most rewarding 
procedures. 


) 





INTRACRANIAL VASCULAR ACCIDENTS 

Cerebral hemorrhage, thrombosis and, less commonly, cerebral embolism may 
result in loss of consciousness. In all cases of prolonged coma, from whatever 
cause, the proper nursing of the patient is most important. The chief risks 
are respiratory complications, such as pulmonary edema, collapse and 
: aspiration pneumonia. If nursed flat on the back, the tongue tends to fall 
backward against the fauces, leading to difficult stertorous breathing, and 
vomitus or secretions may also be inhaled. The patient should therefore be 
nursed in the semi-prone position (half turned on his face) with the mouth 
kept low, and he should be turned gently on to his other side at intervals 
of two or three hours. The mouth may have to be swabbed out to maintain 
a free airway. In hospital, a sucker may be used and, in some cases of long- 
: standing coma, tracheotomy may be necessary to prevent a fatal inhalation 
pneumonia. 

Venesection and purgation are contraindicated in cases of thrombosis 
and embolism. The use of anticoagulant drugs should also be avoided, since 
they may precipitate cerebral hemorrhage. Nasal feeding may become 
necessary. Retention of urine should be treated by catheterization after 
about twenty-four hours, since an over-distended bladder is a common 
cause of restlessness in the semi-comatose patient. Prevention of bed-sores 
is important from the outset, and care of pressure-points, changes of position 
and a dry bed are essential. Restlessness should be treated by phenobarbi- 
tone or paraldehyde rather than by morphine, which may depress respiratory 
and circulatory centres. 
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When subarachnoid hemorrhage results from rupture of a congenital 
aneurysm of the circle of Willis the clinical picture is usually characteristic, 
and the diagnosis is confirmed by finding heavily blood-stained cerebro- 
spinal fluid (C.S.F.) on lumbar puncture. Only a few millilitres of fluid 
should be removed for examination, and the patient should be kept strictly 
at rest in bed, whatever the degree of consciousness. In the past it has been 
the rule for him to stay in his bed for six weeks, but more recently early 
surgical treatment of the aneurysm has been advocated and practised in 
special neurosurgical centres. In this event, preliminary cerebral arterio- 
graphy is necessary to assess the prospects of surgery, and the patient should 
be transferred by ambulance for this investigation, preferably within the 
first week, before the risk of recurrent hemorrhage increases. 

Chronic subdural hemorrhage is a slow intermittent oozing, usually due 
to rupture of cerebral veins which enter the superior longitudinal sinus. 
The original head injury may be quite slight, and there is characteristically a 
latent period, varying from several days to several weeks (average three 
weeks), before symptoms first develop. These consist of fluctuating head- 
ache, confusion, vomiting, drowsiness, and eventually, coma. The pulse 
becomes slow, and inequality of the pupils, papilladema and focal neuro- 
logical signs may develop. Treatment is surgical, the contents of the sub- 
dural hematoma being evacuated by burr holes through the skull. Prognosis 
for recovery is excellent, and therefore the condition must be recognized 
while the patient’s general state remains good. 

In infancy and early childhood a clinical picture similar to that of intra- 
cerebral hemorrhage in adults is on rare occasions produced by acute sub- 
dural hematoma. Usually there is no preceding trauma and the cerebro- 
spinal fluid is not bloodstained. Such an infant, with convulsions, lateralizing 
signs and deepening coma, should be transferred as an emergency to a 
suitable centre, with a view to bilateral exploration of the subdural space. 

Extradural (or epidural) hemorrhage is one of the most important neuro- 
logical emergencies. The middle meningeal artery may be torn as a result 
of a linear fracture of the overlying skull in the temporal or parietal region. 
Often there is only brief unconsciousness immediately after the injury. There 
may be a ‘lucid interval’ of a few hours before progressive drowsiness and 
coma return. Headache, vomiting, progressive hemiparesis with evidence 
of upper motor neurone involvement, and Jacksonian attacks affecting 
chiefly the opposite hand and arm, may all develop. ‘The cerebrospinal fluid 
may or may not be bloodstained. Surgical treatment should not be delayed. 
Craniotomy, removal of clot and control of hemorrhage are a matter of 
urgency. The mortality of extradural hemorrhage is still about 50 per cent., 
partly through delay in operating. 


INJURIES TO THE HEAD AND SPINE 
Severe head injuries are likely to need skilled surgical treatment, but first-aid 
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measures are aimed at combating shock, maintaining a free airway for 
breathing, and preventing aspiration of blood or mucus. Observation must 
be made of any bleeding from the nose or ears, any inequality of the pupils, 
and of any bony injury. The patient’s pulse and respiration rate should be 
recorded hourly and any alteration in the level of consciousness noted. 
When consciousness is regained after uncomplicated concussion, the patient 
should be kept in bed in a quiet dark room until any initial confusion and 
headache have subsided. Restlessness should be controlled by chloral 
hydrate and bromide, or paraldehyde or phenobarbitone. Morphine is best 
avoided. The possibility of an associated fracture of the cervical spine 
should be kept in mind in all severe head injuries, and undue stiffness on 
rotation and flexion of the neck may be significant. The after-care of head 
injuries is outside the scope of this article, but early ambulation and a 
return to normal activities as soon as reasonably possible should be en- 
couraged. Elderly and even middle-aged people are usually more severely 
affected by concussion than are young subjects. 

In the case of fracture-dislocation of the spine, great care must be taken in 
the movement and transport of the patient to hospital. On no account 
must his spine be flexed, rotated or over-extended at the site of injury. He 
should be moved ‘in one piece’ and transported on his back. If the injury is 
in the cervical region a folded blanket or coat should be placed under the 
lower part of the neck, and the head should be steadied by a pack placed on 
either side and fixed in position. If the injury is in the thoraco-lumbar 


region a blanket should be placed under the small of the back. In the 
prevention of pressure-sores, when the patient is laid on the stretcher, care 
must be taken that neither his clothes nor the blanket are unduly wrinkled. 
He must be kept warm and, to minimize movement, it may be necessary to 
secure him firmly but not tightly to the stretcher with a sheet or broad 
bandage. Attention to the bladder is not likely to be necessary before the 
patient reaches suitable surgical surroundings. 


ACUTE PROLAPSED INTERVERTEBRAL DISC 

Severe pain with ‘locking’ of the cervical or lumbar vertebra may be pro- 
duced by sudden protrusion of an intervertebral disc. The immediate 
treatment, other than by analgesics, is strict immobilization in bed. 
Occasionally manipulative treatment is of value in such cases, but it may 
do more harm than good and, as a rule, the pain soon subsides when the 
spine is immobilized. In the case of cervical disc lesions it may be necessary 
to place the patient’s head between sandbags and to apply traction by means 
of a special halter and pulley. 


INFECTIVE CONDITIONS 
Meningitis—This may be due to meningococcal infection (cerebrospinal 
fever), or to secondary pyogenic infection from the ears, nasal sinuses, lungs 
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or elsewhere (streptococcal, staphylococcal, pneumococcal), or it may be 
caused by the Haemophilus influenze (especially in young children) or by the 
tubercle bacillus. These are the usual causes, and differential diagnosis 
must be made on clinical grounds and by examination of the cerebrospinal 
fluid. Lumbar puncture should be done before administration of sulphon- 
amides in order not to confuse the issue. Reference to hospital is necessary 
and, particularly in the tuberculous cases, the earlier this is done the better. 
Any child who remains unaccountably ‘off colour’ should have a Mantoux 
test and, if this is positive, full examination of the cerebrospinal fluid should 
be arranged without delay. Treatment of the tuberculous case with strepto- 
mycin cannot be begun too early, and investigation and treatment should 
not be delayed until definite signs of meningitis have appeared. 

Acute anterior poliomyelitis.—Here again, intelligent anticipation is prefer- 
able to wisdom after the event. In epidemic times a look-out must be 
maintained for the prodromal (pre-paralytic) phase of the disease, and any 
such suspected cases must be put to rest in bed. It is now well established 
that physical exertion in the early stages after the onset of meningeal 
symptoms may increase the subsequent degree of paralysis. If paralysis 
develops, a special watch must be kept on the powers of swallowing and 
breathing. The paralytic patient will normally be sent to hospital where a 
respirator should be available. The most intimate child contacts of the 
patient are best isolated for two to three weeks. 

Bell’s palsy.— Although not in a true sense an emergency, the sudden 
development of facial palsy is alarming to the patient, and it demands careful 
examination. The victim can be reassured that in the great majority of such 
cases complete recovery occurs spontaneously within a few weeks, although 
it is only wise to mention that sometimes recovery is delayed or incomplete. 
Electrical treatment (galvanism) may have psychological value, but simple 
daily self-massage is usually all that is required. The patient should be 
encouraged to restrict the movements of the normal side of the face. In 
severe cases an intra-oral splint for the paralysed side can be fitted, and a 
protective eye-shade should be worn if the weather is windy or the 
atmosphere dusty. 


MISCELLANEOUS CONDITIONS 
Acute disseminated sclerosis.—As is well known, this disease may present in 
a number of ways. The symptoms and signs may be slight, or there may be 
an acute paraplegia, sudden ataxia, incontinence of urine or temporary 
uniocular loss of vision. Unfortunately, no known drug influences the course 
of the disease but, as symptoms are apt to develop after a period of physical 
or emotional stress or after some acute infective illness, it is advantageous 
for the patient with an acute relapse to be put at rest in bed for a short 
preliminary period. Both lumbar puncture and prolonged immobilization 
should be avoided, as these patients often react badly. Graduated exercises 
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and practice in coordination should be begun as soon as possible. For- 
tunately, prolonged remission of many or all of the symptoms is by no means 
uncommon, and the patients are often remarkably cheerful. 

Hypertensive encephalopathy.—Occasionally a patient with high blood 
pressure develops a hypertensive crisis with cerebral involvement. This is 
believed to be due to arterial spasm and possibly cerebral edema. The 
blood pressure rises steeply and there is intense headache with vomiting 
and increasing drowsiness. Generalized or focal fits may occur, and there 
may be signs of local disorder of cerebral function, such as hemiparesis or 
hemianopia. Papilleedema and retinal hemorrhages are usually present and 
the retinal arteries are constricted. Sometimes vision is completely, but 
temporarily, lost. Venesection should be undertaken at once, and con- 
vulsions controlled by paraldehyde »r phenobarbitone injections. Reduction 
of cerebral cedema is effected either by rectal magnesium sulphate (6 oz. 
[170 ml.] of 50 per cent. solution, two or three times daily), or by intravenous 
hypertonic solutions (50 ml. of 50 per cent. glucose or sucrose solution). 

Intracranial tumour and abscess.—It should no longer be necessary to 
stress the possible dangers of uninhibited lumbar puncture in such con- 
ditions. Special investigation and treatment in a neurosurgical centre must 
be arranged without delay. Reduction of associated cerebral cedema and 
intracranial pressure by the methods already described may be necessary 
before the patient is fit to be moved. In most cases, however, he will be in 
hospital long before his condition becomes so precarious. Phenobarbitone 
should be given regularly if epileptic fits occur. 

A few other emergencies deserve passing mention. Neostigmine, by 
mouth or by intramuscular injection, has a dramatic effect on the prostration 
or weakness which may develop in myasthenia gravis. Carbachol (‘moryl’) 
in doses of 1 to 4 mg. by mouth or 0.25 to 5 mg. intramuscularly (three or 
four times daily if necessary), may relieve certain types of urinary retention. 
Inhalation of amyl nitrite often stops troublesome and persistent hiccup. 
Severe radiation sickness (after deep X-ray therapy applied to the head) may 
be relieved by vitamin B, (pyridoxine hydrochloride), in doses of 75 to 
100 mg. by mouth, before meals. Tetanus antitoxin (3000 units intra- 
muscularly), given immediately after an ugly wound, may be a life-saving 
measure. 

CONCLUSION 
Damage or disease of the central nervous system is all too often irreparable, 
but when emergencies arise, for which little effective help seems possible, 
one can but remember an old aphorism: ‘Cure sometimes, relieve often, 
comfort always’. 








PSYCHIATRIC EMERGENCIES IN 
GENERAL PRACTICE 


By E. W. ANDERSON, M.D., F.R.C.P., D.P.M. 
Professor of Psychiatry, Victoria University, Manchester; Physician, 
Royal Infirmary, Manchester. 


WHILST psychiatric emergencies may be among the most disturbing and 
dramatic experiences met with in practice it is a fact that the general prac- 
titioner seems to want advice more often, perhaps exclusively, on how to 
handle the more time-consuming problems presented by the patients with 
the milder forms of mental illness, the so-called neurotics, hysterics, hypo- 
chondriacs, and the like. This was confirmed again recently in conversation 
with a busy and experienced general practitioner, who when asked about 
possible difficulties with the obviously psychotic, dismissed the matter at 
once, saying, ‘Oh! I’ve no trouble with those’. He then proceeded to dilate 
on the problem of the others, deploring the shortage of time even to begin 
to deal with them. I think most general practitioners would say the same. 
True, psychiatric practice is rich in ‘emergencies’, some of them the product 
of the more modern forms of treatment, as for example, the ‘after-shock’, or 
the irreversible coma following deep insulin therapy, sudden wild psychotic 
outbursts in hospital or prison; but these the general practitioner is not 
called upon to treat. In the more severe psychoses in which such violent or 
restless behaviour may occur, the problem for the general practitioner is 
essentially one of disposal, and that, since the implementation of the new 
health legislation, may in some areas no doubt prove difficult enough. Thus 
I was competently informed that in one region quite recently the number of 
acutely psychotic patients for whom beds could not be found was about 80, 
and so this large number had to be cared for at home, where no doubt they 
will provide the local practitioners with emergencies enough for some time 
to come. Nowadays, however, it is usually easy to obtain the services of a 
consultant psychiatrist on a domiciliary visit. The ‘duly authorized officer’ 
of the local health authority or, in the last resort, the police may be sum- 
moned and the responsibility for the care of a seriously disturbed patient 
taken off the practitioner’s hands. 


THE SUICIDAL ATTEMPT 
The suicidal attempt is no doubt the prime emergency of practice, and the 
practitioner may be called upon suddenly to administer first aid to such a 
patient. These measures are in the first instance, of course, life saving: 
general medical and surgical procedures which lie outside the scope of 
psychiatry. As soon as these have been carried out, all that remains is the 
matter of disposal. Far more important is it for the general practitioner, 
assuming that he has had the patient under his observation for some little 
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time beforehand, to recognize the danger signals and avert, if he can, this 
catastrophe. No situation underlines more clearly the necessity for a sound 
undergraduate training in psychiatry. Many lives, how many it is impossible 
to estimate, must be lost each year because such warning signals as the 
patient may have shown were not apprehended by the practitioner. 'To those 
whose basic training in psychiatry has so often been inadequate in the past 
little blame for this failure can be attached. Often enough psychiatrists miss 
them, and there is certainly no infallible guide. Unfortunately also, many of 
the current English textbooks offer little real help in the matter. One 
notable bane is the passion for labels and classification: the crisp and seduc- 
tive tables setting forth the differences between ‘anxiety states’ and ‘de- 
pressions’, which careful unprejudiced examination of the clinical 
phenomena and growing experience show to have little fundamental validity. 
Again, naturally enough, the busy practitioner, eager for a sign, clutches at 
such facile catch-phrases as that ‘hysterics never commit suicide’, or ‘the 
people who talk about suicide never attempt it’, and the like. All such 
notions should, once and for all, be put out of one’s mind. As an instance of 
the mischief of the label, I quote a case, quite an everyday one, which I saw 
some years ago. 

A well-educated girl of twenty-seven, serving as an officer in one of the women’s 
auxiliary forces, reported to the medical officer certain nervous symptoms among 
which anxiety was prominent. The latter, a first-rate doctor with an undoubted 
gift of human insight and who has since taken up psychiatry and with distinction, made 
a diagnosis of ‘anxiety state’. He hesitated to call in a psychiatrist as the condition 
did not seem to warrant this step because of what he supposed to be its essentially 
mild nature. A few days later the patient made a determined suicidal attempt by 
swallowing aspirin. I was then called in. The patient presented the typical features 
of an endogenous depression with self-reproachful delusional ideas, so-called feelings 
of unreality and other symptoms. She made an excellent recovery from the attack 
and continued her service for which she was ultimately decorated. 

Now this condition did not appear overnight, and whilst the early signs 
shown by the patient would not have misled a psychiatrist, a general prac- 
titioner might not have grasped their significance. The point is that this 
careful practitioner was misled by the common teaching of a fundamental 
difference between depressive and anxiety states. There is only one safe rule, 
namely, take heed of all negative changes of mood, whether these strike you 
as predominantly morbidly depressive or morbidly anxious. Practically all 
morbid depression contains some element of anxiety, and in some of them, 
notably in those depressions at the menopausal or involutional period, this 
element of anxiety dominates the picture. There is thus a particular danger 
in patients of this older age-group, that the significance of the symptoms may 
not be grasped, a failure which in these patients might have disastrous con- 
sequences. Every practitioner is certainly not equally endowed with the gift 
of making intimate human contacts with his patients, but nearly all engaged 
in medical practice possess it to some extent. It is precisely here, in contact 
with psychiatric patients, that the concept of the unitary organism, of the 
total individual, on which so much stress is laid in these days, finds its 
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practical application. The more you know of your patients as living in- 
dividuals, the more you can get into contact with them; the more you know 
of their background, their environment, their family histories, of their 
problems, their joys and their sorrows, the more you will be able to forestall 
such disasters and the less often will you leave the coroner’s court, no doubt 
with not a vestige of guilt attaching to you, but sadly, with the words 
echoing in your ears, ‘suicide while the balance of his mind was disturbed’. 
Every suicide of which I read or hear invariably prompts the question: how 
much had his doctor learnt of the victim’s antecedent state of mind? In very 
many cases the answer is ‘nothing’, but this does not absolve the practitioner 
from the necessity of awareness of the constant possibility of such suicides 
among his patients. 


DIAGNOSTIC DIFFICULTIES 

I am occasionally asked how in doubtful cases the question of suicide might 
be broached to a patient. Certainly here it is vitally necessary to know some- 
thing of your man or woman, lest by a clumsy technique the patient be 
antagonized. One thing is certain—you need not hesitate to ask about suicidal 
ideas for fear, as many are apt to feel, that thereby you ‘put the idea of it’ into 
the patient’s mind. The very discussion of the matter with a doctor may have 
a usefully cathartic effect and will, if suitably handled, never do harm. It is 
often well to inquire of the patient if he has any ‘morbid thoughts’. In the 
vast majority of instances the patient interprets this to mean thoughts of 
suicide and he will answer accordingly. The question is so diffuse, however, 
that it may also prove the means of uncovering an obsessional disturbance of 
which you had been until then unaware, since such people are shy or afraid 
of mentioning it to the doctor lest they may be thought mad. More im- 
portant in this context, however, is the fact that it may reveal depressive 
preoccupations, other than of suicide, and may indicate clearly the necessity 
for immediate psychiatric treatment by a specialist, and indirectly, of course, 
potential suicidal risk. The patient may quite often indeed show reluctance 
to admit suicidal ideas, but tactful questioning will rarely fail to bring con- 
viction one way or the other. If, however, you remain dissatisfied or uneasy 
by the patient’s attitude, by denials lacking conviction, hesitations and the 
like, then seek psychiatric help at once. 

A history of a previous attack of depression, with or without suicidal 
ideas, is obviously, of course, an indication for careful inquiry, especially 
when the patient gives a history of insomnia, particularly waking in the small 
hours with gloomy foreboding and preoccupations, and particularly a sense 
of failure, hopelessness or despair. The family history is of exceptional im- 
portance, and not merely in the more obvious cases when perhaps one or 
other parent has spent periods in psychiatric hospitals for attacks of affective 
disorder, but also when in the other members of the family there is evidence 
of mood anomaly of one kind or another or a history of suicide or excessive 
anxiety, say on the part of the mother, to which heretofore you had paid 
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little attention, regarding her perhaps as merely fussy, tense, over-con- 
scientious and so forth. Study carefully the ageing woman whose house is 
kept like a new pin, who is extremely concerned over the absent daughter 
overseas or the boy in the army. Such women are vulnerable, and one day 
following a period of excessive worry and baseless preoccupation over 
health, which may have seemed only a little more excessive than usual for 
the patient, you may be hurriedly summoned because your patient has put 
her head in the gas oven. One not infrequently hears psychiatrists laying 
stress on this or that particular symptom as a herald of a suicidal attempt. My 
own experience has not shown that this or that particular symptom is par- 
ticularly prognostic of suicide. Only a knowledge of the whole personality of 
the individual and his environment or circumstances can be a guide. It is 
not the particular problem or trauma alone that is significant, but the par- 
ticular individual who is faced by it, and how he may be expected to react. 
Lapses of conduct which some may assimilate and have long dismissed as 
youthful folly may, in a scrupulous, hyperesthetic individual, lead to pro- 
longed and insoluble conflict from which only suicide is a release. 

I have devoted nearly the whole of this article to a discussion of suicide 
since I believe that this is the psychiatric emergency par excellence which is 
the daily concern of the practitioner and in the prevention of which, in at 
any rate some cases, the doctor with his professional knowledge can inter- 
vene effectively. With the improvement of undergraduate teaching in 
psychiatry it is expected that future generations of doctors will be yet more 
effective. 

OTHER PSYCHIATRIC EMERGENCIES 
There remain one or two other emergencies familiar to every experienced 
practitioner. One type which leaps to the mind is the excited, angry and 
violent paretic, one of the most dangerous customers to be met with in 
psychiatric practice. When this situation arises it is desirable to bear in mind 
two factors of paramount importance in dealing with such a patient: first, 
the uncertainty and lability of the mood, and second, the deterioration of 
judgment of the patient with general paralysis. The former may show itself 
in a lightning transition from a fatuous good humour to violent rage which, 
in association with the seriously disturbed judgment, may result in im- 
mediate translation into action by an attack with the first weapon which 
comes to hand. The terrified relatives may report some such occurrence to 
you on arrival. It is, of course, useless to argue with the patient; such moods 
are transient and are often influenced by trivial environmental occurrences. 
The best attitude to adopt is one of friendly but firm authority. It may thus 
become possible to give a sedative. No half-measures should be used. Inject 
morphine, } or even $ grain (22 or 32 mg.), and hyoscine 1/75 grain (0.85 
mg.), and summon the duly authorized officer at once, or the police in the 
last resort. No attempt should be made to restrain the patient single-handed. 
Similar situations may arise with the excited catatonic whose behaviour is, if 
anything, even more unpredictable and much less amenable to environ- 
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mental influences. Similar treatment should be given, taking care always to 
notify the hospital of the drugs given and their dosage. 

The established case of delirium tremens is, of course, another not un- 
common emergency, especially in practice in the higher income groups. 
For sedation, paraldehyde is here the drug of choice. In cases showing con- 
siderable excitement high dosage may be necessary, and no harm will ensue 
if 240 minims (14 ml.) is given forthwith. The drug may also be given intra- 
muscularly if this should seem preferable. This should quieten the patient 
sufficiently to allow him to be moved to hospital. In this condition again, 
premonitory symptoms may have come to your notice; extreme appre- 
hensiveness, tremor, loss of sleep with frequent waking in the night with 
transient sense deceptions, illusions or perhaps hallucinations. In such cases 
it is well to seek psychiatric help at once before the acute symptoms have 
appeared. ‘The emergence of these in a quiet household should be avoided 
at all costs. 

CONCLUSION 

Such then are some of the common psychiatric emergencies of general 
practice. The stress throughout has been laid inevitably on prophylaxis, 
and for this to be effective, it must be insisted again that the doctor must 
know the whole individual as intimately as possible. I know well how 
difficult this can be in a large and busy practice, but only thus can a full 
understanding, not merely of the patient’s disease, but of what it means for 
him, and of changes in his mental state of possibly ominous nature be 
obtained. Thus can one help to avoid the lamentable occurrence of self- 
destruction by a worthy and useful member of the community—and many 
suicides occur in just such people. 

The greatest hope of the future in coping with the large amount of 
psychiatry, emergency and otherwise, in general practice—and we all know 
it is large—lies unquestionably in the improvement of undergraduate teach- 
ing in the subject. On this there is universal agreement. No doubt psychiatry 
is to some quite considerable extent a ‘vogue’ subject at the moment, a 
circumstance bearing certain problems and dangers; nevertheless, the in- 
terest shown by the present generation of medical students is not only 
gratifying to the teacher, but almost certainly reflects a greater awareness 
than formerly of the importance of psychiatric illness in the community. 
This is all to the good, for after all the medical student is a practical in- 
dividual with a sharp eye for what is likely to prove of most use to him in 
learning his job, and cannot be attributed merely to a morbid interest in 
psychopathological phenomena. At the moment the seed is being sown and 
it will be yet some years before the harvest is reaped, but when it is, it may 
be hoped that many of the familiar catastrophes already mentioned will be 
averted and, in addition, an increased interest be added to general practice 
where the doctor so often stands nonplussed before the troubles of perhaps 
one-third of his patients. 


2 SEITE SES. A tng Tae 

















GENITO-URINARY EMERGENCIES 


By ARTHUR JACOBS, F.R.F.P.S. 
Surgeon in Charge, Urological Department, Glasgow Royal Infirmary. 


EMERGENCIES arising from disorders in the genito-urinary tract are fre- 
quently encountered in general practice. Although few, other than those 
due to trauma, call for urgent operative intervention, immediate measures 
for the relief of acute symptoms are often required. In this article I shall 
describe the emergencies most likely to be met with, their diagnosis, and 
the treatment that should be carried out by the attending doctor. The 
indications for specialized investigation and treatment will also be given 
so that the reader may be helped to decide whether or not the patient should 
be referred for this. 


RENAL COLIC AND PAIN 

Renal colic resulting from stone in the upper urinary tract or from the 
passage of blood clot or debris is a painful affliction. The onset is sudden; 
it may occur while at rest or be provoked by sudden movement, and is 
paroxysmal in nature. It starts in the angle between the last rib and the 
erector spinz muscle, at which point it is usually most severe and sustained. 
From there the pain tends to radiate anteriorly down towards the inguinal 
region and may follow the course of the genito-crural nerve into the thigh 
or scrotum. In that event the testicle on the affected side is retracted and 
tender. The severe recurring spasms cause the sufferer to ‘roll in agony’ in 
a vain effort to seek relief. There are associated reflex symptoms referable 
to the cardiovascular, gastro-intestinal and urinary systems. Shock reduces 
the blood pressure, the pulse becomes rapid and the skin pale and clammy. 
Gastro-intestinal symptoms are common, nausea and vomiting often 
occurring at the beginning of the attack, to be followed later by flatulent 
distension and constipation. Occasionally rectal tenesmus is a feature. 
Reflex urinary symptoms consist of a frequent and urgent desire to mic- 
turate although the total urinary output may be diminished in consequence 
of the fall in blood pressure. Heematuria is a frequent and important sign. 
The bleeding is seldom profuse and generally imparts only a smoky tinge 
to the urine. 

The attacks usually last for a few hours but may continue for several 
days in a less acute form. The termination may be sudden, due to spon- 
taneous relief from the obstruction as may occur when a stone, impacted 
at the outlet of the kidney pelvis, drops back into the pelvis or succeeds 
in entering the ureter. In either event further attacks are likely. 

The main differential diagnosis must exclude appendicitis, biliary colic 
and intestinal obstruction, Appendicitis produces pain starting in the 
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epigastric or umbilical region and settling in the right lower quadrant, 
with maximum tenderness over McBurney’s point. Muscle guarding is 
usually marked and constitutional symptoms severe. Colic is not prominent 
and loin tenderness is rare. Hematuria is uncommon, although possible 
with an inflamed appendix that is adhering to an underlying ureter, and 
frequency and strangury are unusual. Bilary colic presents as a severe 
anterior pain and radiation tends towards the shoulder. Anterior muscle 
rigidity is marked, and jaundice may be detectable. There is no loin tender- 
ness, hematuria or associated urinary symptoms. Intestinal obstruction may 
present difficulty but the abdominal distension is early and the constitutional 
effects are great. There is no loin tenderness or urinary symptoms. 

When the diagnosis is certain, treatment is first directed to the relief of 
pain and should consist of prompt and adequate sedation. Morphine is 
commonly prescribed and is usually very effective if an adequate dose of 
} to 4 grain (16 to 32 mg.) is given. The use of morphine for urinary colic 
is sometimes criticized because by itself it increases muscle tone. For that 
reason the addition of atropine, 1/100 grain (0.65 mg.), or the alternative 
employment of pethidine, may on occasion prove more suitable. Account 
must be taken, however, of the value of morphine in combating shock, 
which may be considerable. More recently the use of ‘physeptone’, given 
intravenously in doses of 10 mg., has produced excellent results, relief 
from pain commonly occurring within minutes. 

Renal pain as distinct from colic may arise from almost any type of 
kidney lesion, such as pyelonephritis, hydronephrosis, calculus and tumour. 
The pain is located in the costo-vertebral angle and shows little tendency 
to radiate. It is dull and boring in character and often more severe after 
work or exercise. There is seldom doubt as to the renal origin of this type 
of pain, which is generally accompanied by other symptoms such as pyrexia, 
hematuria, pyuria or frequency, depending upon the nature of the under- 
lying renal lesion. 

The most common disease of the kidney is acute pyelonephritis due to 
a blood-borne or ascending infection, which in the majority of cases is 
caused by bacteria of the E. coli group or by a mixed infection. The so- 
called ‘pyelitis of pregnancy’ is such an acute renal inflammatory process 
worthy of special mention. Here the kidney infection is associated with 
ureteral dilatation due to physiological changes accompanying the preg- 
nancy, and the ureters may be involved in the inflammatory process. 
Sometimes the investigation of these patients reveals the presence of 
a previously quiescent lesion such as a large, and therefore immobile, 
stone or a hydronephrosis. 

Rest in bed, adequate sedation, a high fluid intake and, when urinary 
infection is present, chemotherapy, preferably selective according to the 
sensitivity of the invading organism, are the first needs of a patient with 
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renal pain or colic. When the acute phase has subsided the patient should 
be referred for special study of the urinary tract, and in particular for 
pyelographic examination. In view of the possible serious nature of the 
underlying lesion this examination should rarely be omitted. 


ACUTE URINARY RETENTION 
Retention due to prostatic obstruction and urethral stricture-——The most 
common cause of acute retention is an obstructing prostate. Urethral stric- 
ture due to gonorrhcea acquired in earlier life is also responsible for a 
considerable number of cases of retention in the elderly, although present- 
day treatment has reduced the incidence in the younger age-groups. The 
? diagnosis of acute retention is generally self-evident. The sufferer is unable 
to void more than a few drops of bloody urine in spite of a constant and 
painful urge to do so. There is severe discomfort in the suprapubic area and 
along the penis, causing the patient to move restlessly about in an endeavour 
to find a position which will give him ease. A sudden attack, particularly 
when it is the first experienced, is often associated with great apprehension. 
On examination the distended bladder can be felt as a tense swelling ex- 
tending upwards for a varying degree towards the umbilical level; if the 
abdominal wall is not too fat the distension may be clearly visible. 

The immediate demand of a patient in retention is to be relieved of his 
pain. The practitioner who first sees him, however, should guard against 
being stampeded into carrying out hasty instrumentation which might not 
be in the best interest of the patient later on. As the distress is aggravated 
by mental panic, an immediate reassurance that the retention though painful 
' is not in itself dangerous, should help to create an atmosphere permitting 
deliberate preparation. The best plan is to send every case of retention 
straight to hospital after appropriate sedation with morphine, which may 
be given as a $ grain (32 mg.) rectal suppository or as a } grain (16 mg.) 
injection. Sedation in conjunction with a hot bath may sometimes enable 
micturition to be resumed. Admission to hospital is required, however, for 
the treatment of the causative lesion, and surgeons prefer to have the pre- 
liminary measures carried out under their supervision from the outset 
whenever possible. Circumstances such as distance from hospital or non- 
availability of a bed where desized may compel the time-honoured method of 
relief by catheter in the patient’s home. 

Much has been said and written in recent years about the dangers of 
urethral catheterization in such cases. It is indeed true that infection and 
trauma resulting from this apparently simple procedure may have serious 
consequences and even jeopardize the life of a patient. If, however, an 
aseptic technique is used, the risk is slight and is today still further reduced 
by chemotherapy. Before passing the catheter a rectal examination should 
be made. The examiner should bear in mind that the size of a prostate is 
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often unrelated to the onset of retention, and that although the smaller 
fibrous glands are more prone to give rise to chronic retention, these can 
nevertheless be responsible for a complete hold-up. If enlargement cannot 
be made out and a history of previous gonorrhea can be obtained, the 
possibility of stricture is more likely and the prospects of passing a catheter 
into the bladder are diminished. The following suggestions on passing a 
catheter in a patient’s home are made on the assumption that the minimum 
equipment listed can be mobilized. 

A three-minute wash with one of the hexachlorophene soaps now available is 
ideal for surgical cleansing of the hands, and the soapy water or boric acid (2 per 
cent.) can be used to wipe the glans penis and external meatus. Semi-stiff catheters 
are recommended, either in the form of a gum-elastic coudé or a rubber Tieman. 
Both types can be boiled, but the gum-elastic should be placed in water already 
on the boil for two minutes only. Handling of these catheters can be confined to the 
dilated extremity, thus avoiding manual contamination of any part passing along 
the urethra. A size that will easily enter the meatus should be used, and it should 
be well lubricated with one of the standard sterile preparations which, in the 
absence of sterile gauze, may be expressed directly into the urethra from the tube, 
the nozzle of which, after cleansing, is held firmly against the meatus. With the 
penis kept on the stretch the catheter is gently pushed forwards, taking care to keep 
its concavity directed upwards. When the bladder is reached it should be emptied 
of its urine content, provided the acute attack is not the culmination of a previous 
chronic retention. This should be suspected if the patient exhibits a dry furred 
tongue, a pronounced thirst, a yellow skin, and is generally seedy and debilitated. 
In that event, sufficient urine to leave the patient comfortable should be allowed to 
run off (about 10 to 15 ounces [280 to 430 ml.] ). The outlet of the catheter is then 
plugged by a sterile spigot and the catheter tied in with the aid of tape and gauze. 

With the patient on a forced fluid intake of around six pints (3 litres) in 
the twenty-four hours, the spigot can be removed at hourly intervals, 
allowing on each occasion a few additional ounces to be run off until the 
bladder is empty. The catheterization should be preceded, or followed as 
soon as possible, by the injection of 500,000 units of penicillin, and the oral 
administration of 2 g. of sulphatriad. The penicillin should be continued, 
with a minimum daily dose of 500,000 units, so long as the catheter remains 
tied in. Combining this with sulphonamides is an added precaution, but 
the latter should be omitted if the clinical symptoms indicate a previous 
long-standing obstruction and the probability therefore of kidney 
impairment. 

If the retention is confirmed as being due to urethral stricture and a 
gum-elastic catheter cannot be passed, a fine gum-elastic bougie may 
succeed in negotiating the stricture. If so, the bougie should be left in situ 
and the urine will trickle away alongside it. It should be remembered that a 
stricture can be coincidentally present with an enlarged prostate, and in 
these circumstances it may not be possible to decide which of the two 
conditions is responsible for the retention until the stricture is adequately 
dilated. 

If it is found impossible to relieve retention due to a prostatic obstruction 
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or stricture by the urethral route and circumstances demand immediate 
attention, it will be necessary to evacuate the urine from above. With the 
bladder in the distended state this can safely be accomplished by suprapubic 
puncture with a hollow needle. A fine-bore lumbar puncture needle is 
suitable for the purpose. It is inserted into the bladder a little above the 
level of the symphysis pubis. The hollow portion of the needle can be left in 
position and a piece of rubber tubing attached to its projecting end. The 
bladder will thus be emptied slowly and can then be kept on continuous 
drainage until the patient comes into hospjtal, which he should do without 
delay, for prolonged usage of the needle may result in a cellulitis of the 
abdominal wall. 

Clot retention.—Blood clot in the bladder is not infrequently responsible 
for acute retention. The source of the bleeding is generally a bladder neo- 
plasm or an enlarged prostate, often massive and soft in character but not in 
itself responsible for the stoppage. Clot retention may also follow severe 
bleeding from the upper urinary tract due, for example, to a renal tumour, 
as in the following case:— 

A man of sixty-three years had an appointment for examination because of 
painless hematuria, first observed a few days earlier. The day before he was due, 
his doctor telephoned asking for his immediate admission as the patient had been 
unable to void anything after having passed deeply bloodstained urine a few hours 
earlier. When he arrived at the nursing home where arrangements had been made 
to take him direct to the operating theatre, it was found that he had successfully 
micturated in the ambulance, the movements of which had apparently helped in 
the evacuation of the bladder. An immediate cystoscopic examination was carried 
out. Apart from a small collection of residual clot the bladder appearances were 
normal. There was, however, a bloodstained efflux from the right ureteric orifice 
which pyelographic examination clearly indicated was arising from a renal parenchy- 
mal tumour. At operation two days later the kidney was removed, its upper pole 
being the seat of a tumour which proved to be an adenocarcinoma. 

The clot causing a retention may be small in quantity. It will then be 
possible to give immediate relief by catheterization, preferably using a wide- 
bore gum-elastic catheter. If the lumen tends to become blocked by the 
clots it may be cleared by squirting a little fluid through it with a bulb 
syringe. If the bladder is filled with clot, evacuation by catheterization will 
not be possible and arrangements must be made for immediate inter- 
vention. Even very gross clotting can often be evacuated successfully with 
the aid of a urethral cannula and suction, thus leaving the bladder intact 
for the causative lesion to be ascertained and dealt with. If this method 
fails, suprapubic cystostomy is required. 

Retention from impacted urethral calculus—A small stone which has 
descended from the kidney may be held up in the urethra and cause sudden 
retention. Urethral calculus is the most common cause of retention in 
children. The stone may be impacted in the anterior urethra, where it can 
generally be palpated. Its extraction is usually possible with the aid of 
urethral calculus forceps, though if a stricture exists in front of the stone 
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an external urethrotomy may be called for; a meatotomy may be necessary 
to facilitate the removal of a stone which is held up just within a narrow 
external meatus. Unless the practitioner is experienced in urethral instru- 
mentation and has the necessary equipment available it is best to obtain 
specialist aid for these steps, which if unskilfully performed will damage 
the urethra and cause stricture formation of an intractable type. When the 
stone lies in the posterior urethra, it may be pushed back into the bladder 
by a semi-stiff catheter. This will immediately relieve the retention and 
the stone can subsequently be removed by endoscopic methods. 

Retention in the female.—It is sometimes forgotten that acute retention 
of obstructive origin can occur in the female and such attacks may be 
wrongfully attributed to hysteria. Although in women with neurotic ten- 
dencies hysteria can result in retention, that diagnosis should not be made 
until investigation has confirmed the absence of a local cause. I have 
encountered the condition on several occasions, and the lesion in most 
has proved to be an extra-urinary one, due to impacted uterine fibroids or 
malposition of a gravid uterus. Impacted calculus and urethral stricture, 
however, have also been the exciting factor in some cases, and in one the 
retention was due to a urethral carcinoma. The contracture was so severe 
that dilatation under an anzsthetic was required before a catheter could 
be inserted into the bladder. 


TRAUMA 
Injuries of the kidney.—Injuries affecting the kidney occur as a result of 
transport and industrial accidents or from trauma at games, and are of the 
closed type. Injuries of the open type associated with an external wound 
are rare in civilian practice, although in war they may be caused by gunshot 
wounds and less commonly by bayonet stab. I know of one instance of an 
open renal wound due to goring by a bull. 

The injury causes faintness and nausea. On recovering from the initial 
effects of the blow the patient is left with an aching pain in the loin. The 
first specimen of urine passed will be bloodstained, unless the damage has 
been of such severity as to cause a suppression of kidney function. If the 
renal capsule has been torn, swelling in the loin of the affected side will 
gradually appear as a result of extravasation of blood and urine into the 
perinephric space. Pain, hematuria and loin swelling is the classical triad 
of renal injury. 

Every patient with a traumatized kidney should have careful examination 
and the extent of the injury ascertained so far as possible by intravenous 
pyelography. If this method proves inadequate a retrograde pyelogram 
should be obtained. A simple contusion of the kidney with gross bleeding 
as the most prominent symptom, but with the pulse and blood pressure 
remaining normal, is treated conservatively. Rest in bed, with frequent 
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recordings of the pulse and blood pressure, and a watch on the colour of 
the urine are indicated. The bed rest should be enforced for some ten days 
after the urine becomes clear, and limited activity enjoined for several 
weeks following discharge from hospital. Severe renal lesions with sub- 
capsular rupture or laceration are often accompanied by trauma of other 
organs. A rapid pulse rate with low blood pressure indicates the seriousness 
of the situation and the need to treat the shock and blood loss before any- 
thing else. If physical signs decrease and pyelography points to limited 
renal damage, conservative treatment is justified. If pyelography demon- 
strates severe damage and there is an enlarging mass in the flank with a 
mounting pulse rate, operation is indicated. Repair or resection may be 
feasible if the damage is localized, but extensive injury will necessitate 
a nephrectomy. 

Injuries to the bladder and urethra.—Injuries to the bladder usually take 
place when the organ is in a state of distention. The trauma may be a simple 
contusion due to a kick or fall, a wound communicating with the exterior 
caused by puncture from a weapon or, most common of all, a rupture due 
to external violence of a crushing character, such as occurs in ‘run-over’ 
accidents. In these circumstances, when the vesical injury will often be 
associated with a fractured pelvis and other abdominal damage, the sufferer 
will generally be conveyed straight to hospital from the scene of the accident. 
On rare occasions, however, particularly in the intoxicated, a distended 
bladder may be ruptured by muscular contraction in the absence of direct 
injury. I recall such an incident in an inebriated elderly man due to uncon- 
trolled laughter while he was watching a variety show. The effects of in- 
toxication may also obscure evidence of a ruptured bladder due to direct 
injury. This occurred in one of my series when an unfortunate sailor after 
a brawl was incarcerated for eighteen hours in a police cell before the 
seriousness of his condition was appreciated. These two examples are 
mentioned to show that grave bladder trauma may occasionally occur 
without a history of severe violence or without the opportunity of knowing 
that the bladder has been subjected to violence. 

The symptoms of a ruptured bladder are often overshadowed by those 
arising from other injuries simultaneously inflicted. Urination will generally 
be impossible or a little bloodstained urine may be passed. If damage to 
the bladder is suspected, aseptic catheterization should be carried out. If 
urine containing even a small amount of blood is withdrawn, rupture is a 
possibility; if no urine is obtained and if a small quantity of sterile fluid is 
then instilled by syringe and cannot be aspirated back, rupture is even more 
probable and there should be no procrastination. The shorter the interval 
between the injury and surgical intervention for its repair the better the 
prognosis, particularly if the tear is an intraperitoneal one. If the condition 
of the patient permits X-ray and intravenous urography, it may be possible 
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to define the site of rupture, but if the diagnosis remains doubtful, explora- 
tory operation is advisable. 

Rupture of the urethra is indicated by perineal pain with subsequent 
swelling, bleeding from the meatus, and retention. As with bladder rupture, 
which may be coincidentally present, associated pelvic and abdominal 
injuries are common. In all suspected cases an attempt should be made 
gently to pass a catheter. If an obstruction is felt but successfully passed, 
the catheter should be tied in. If the catheter is held up, surgical inter- 
vention should be planned immediately. Failure to recognize and treat a 
ruptured urethra may, in the event of survival, be followed by lifelong ill- 
health from that most intractable of conditions, a traumatic urethral 
stricture. 

PHIMOSIS 

The term phimosis denotes an abnormally small opening in the prepuce, of a 
degree which prevents its retraction over the glans penis. The preputial 
orifice may be small enough to cause retention. If present at birth the 
emergency can be relieved by stretching the pin-point opening. Later, a 
circumcision should be carried out. When acquired as a result of in- 
flammation in a narrowed meatus, a dorsal slit of the prepuce, may be neces- 
sary. If this can be avoided until the acute inflammatory condition has 
subsided the phimosis can subsequently be dealt with by circumcision 
without the risk of infection. 


PARAPHIMOSIS 

In this condition the prepuce becomes retracted, and because of narrowing 
of the preputial opening, either natural to the individual or as a result of 
inflammation, it is held behind the coronal sulcus. The prepuce swells and 
forms an cedematous mass encircling the organ. If left for any great length 
of time, ulceration occurs, and gangrene of the entire prepuce may follow 
if relief is not then obtained. The object of treatment should be a reduction 
of the phimosis as early as possible. As a rule this is not difficult, provided a 
little time is spent in reducing the swelling by manual pressure before 
attempting to pull the prepuce forwards. Pressure by the hand encircling the 
swollen prepuce and glans, slight at first and gradually increased, will cause 
little pain. The manual pressure is maintained until the swelling decreases 
to a degree which permits the replacement of the prepuce. A fold of gauze 
soaked in oil wrapped around the swollen end of the penis facilitates the 
compression and reduction. In the rare instances of failure it is best to cut 
the constriction on the dorsum of the penis. This can be done under local 
anzesthesia. 


TORSION OF THE TESTIS 
Torsion of the testis, or more accurately torsion of the spermatic cord, 
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is a rare emergency occurring most commonly about puberty. Probably all 
cases are associated with imperfect descent or some other testicular anomaly. 
The precipitating factor is usually attributed to sudden muscular effort or 
congestion of the pampiniform veins, but often no obvious exciting cause is 
apparent. The onset is characteristically sudden, with severe sickening 
pain in the testis or groin; vomiting may occur and shock is often marked. 
The pain persists until gangrene of the organ sets in, and then it diminishes. 
About this stage the temperature is usually elevated and leucocytosis may 
be present. 

When the testis is undescended the condition strongly resembles a 
strangulated inguinal hernia, in that an acutely tender swelling is present 
in the groin. The attack is usually more sudden and severe, however, and 
in the early stages is accompanied by greater shock, whilst at a later stage 
the temperature is more likely to be elevated. On examination it is noted 
that the scrotum is empty on the affected side and often some cedema is 
present. A similar picture, however, may be produced by severe retraction 
of the testis in association with a strangulated hernia and, of course, a 
strangulated hernia may well occur in relation to an undescended testis. 
The correct diagnosis may not be elucidated until operation. When the 
testis is fully descended, examination reveals a slightly swollen, acutely 
tender organ in the scrotum, and above it a larger tender mass consisting of 
the cedematous congested cord and epididymis. This, too, resembles a 
strangulated hernia, but is generally much more tender, and the inguinal 
canal feels comparatively empty. Later, the scrotum becomes cedematous 
and the swellings blend together. The condition now resembles an acute 
epididymo-orchitis, and unless the history, suddenness of onset, and time 
factor are carefully considered, valuable time may be lost, for gangrene of 
the testis and the cord follows within a few hours. 

Unfortunately surgical treatment therefore often consists in excision of 
the gangrenous organ. If seen early enough it is sometimes possible to undo 
the torsion and fix the testis in the scrotum. Even these cases, however, 
usually show some subsequent testicular atrophy. When a testis has been 
lost in this way, consideration should be given to the possibility of pre- 
venting a similar occurrence on the other side by some method of fixation, 
particularly if the remaining testis presents any form of anomaly. 
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THE sudden onset of many of the infectious diseases may bring emergency 
calls to the practitioner. In small children convulsions are not uncommonly 
associated with febrile attacks and, because of the alarm that these arouse in 
the parents, medical assistance is requested urgently. In the majority of in- 
stances the convulsions have ceased before the arrival of the practitioner, and 
the child will often have fallen off to sleep or be in a drowsy post-convulsive 
state. 


CONVULSIONS 
Convulsions may be caused in some children by quite minor ailments but 
they always demand a careful and thorough examination to ascertain their 
nature. Infections of the nervous system often start in this way, and any 
infection which gives rise to meningismus, such as right apical pneumonia, 
may have a similar onset. Acute gastro-enteritis in infants may be heralded 
by a convulsion. 

When an infectious disease is suspected as the cause, a careful history, in- 
cluding possible contacts of infection and the dates of such contacts, may 
elicit the cause, but often enough the only information available is that the 
baby was perfectly well until he was noticed to be having a ‘fit’. Local 
knowledge of the prevalence of any infectious disease may, of course, help 
to suggest possible lines of investigation. 

If the child is seen soon after the convulsion a certain amount of neck 
stiffness may be due to the post-convulsive state and not to any meningeal 
infection. The child should be stripped and examined in a good light to see 
if there is any evidence of a rash, particularly any evidence of petechial spots, 
which when present would strongly suggest a meningococcal infection. 
These are present, however, in only about twenty-five per cent. of such 
cases. In infants when the fontanelle has not yet closed, a bulging fontanelle 
is often a helpful sign in diagnosing meningitis. Examination of the ears 
may show an acute otitis media to be the cause, or a chronic otitis would 
raise the possibility of a septic meningitis. 

Convulsions in older children and adults as a result of infectious diseases 
are rare, but varying degrees of mental confusion and delirium may be 
associated with sudden pyrexias. 

The infectious disease most commonly associated with convulsions is, of 
course, whooping-cough, and these occur most often about the third week 
of the illness when the diagnosis is already established. The severity varies 
from mild twitchings, which can be controlled with small doses of chloral 
and bromide, to convulsions which persist for long periods. An injection of 
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soluble phenobarbitone may control a severe convulsion. The old-fashioned, 
but in many instances very effective, mustard bath may be the most readily 
available method of treatment. Light anzsthesia may be useful in some 
instances. When possible a lumbar puncture is often the best form of relief 
in a prolonged convulsion, and in cases in which meningitis is suspected it 
is essential for diagnosis. Following on a convulsion in whooping-cough, 
sedation by chloral and bromide should be maintained to minimize the risk 
of recurrences. Severe apnoeic spasms in infants with whooping-cough are 
sometimes referred to as ‘fits’ by parents who have not seen a true con- 
vulsion. 
TOXAMIA 

Acute toxic types of the infectious diseases are occasionally met with in 
which the illness may be rapidly fatal. The most dramatic of these is 
probably seen in meningococcal infections, in which the course of the disease 
from the initial symptom to death may be a matter of a few hours. In these 
toxic cases the massive toxemia may obscure the true nature of the case; 
rashes, for instance, not being well developed or, in some cases, not even 
having time to appear. The picture is one of prostration, usually associated 
with persistent vomiting and diarrhcea with rapidly developing dehydration. 
The patient is lethargic and dislikes being roused, often shows mental con- 
fusion, and may have a muttering delirium. The face is pale with a slight 
cyanotic tint, the pulse rapid and weak, and the blood pressure low. 

Treatment.—The urgent need is for the replacement of fluids. As it is 
seldom possible to get sufficient retained by the oral route, owing to the 
vomiting, intravenous drip infusion with glucose saline is the method of 
choice. The toxic case should be nursed in a well-ventilated room, the 
windows of which should be kept open at all times. The fresh air thus 
obtained diminishes restlessness and assists in the promotion of sleep. 

In streptococcal cases good results are obtained by the use of streptococcal 
antitoxin intravenously, in doses of 3000 to 6000 units, if necessary repeated 
in twelve to twenty-four hours, given in conjunction with large doses of 
penicillin intramuscularly. In meningococcal infections sulphathiazole or sul- 
phadiazine should be given intramuscularly, if not retained by mouth. 
Dosage should be generous for the first forty-eight hours, 2 g. four-hourly 
being recommended for adults, after which period it can be gradually re- 
duced. In some of the meningococcal cases suprarenal hemorrhages are an 
additional factor causing collapse, and ‘eucortone’ in 10 ml. doses should be 
given six-hourly if this complication is suspected. 


LARYNGEAL OBSTRUCTION 
Acute laryngeal symptoms may be associated with measles or diphtheria and 
must be considered in the differential diagnosis of laryngitis. Measles 
laryngitis may appear as an early symptom before the appearance of the rash, 
being associated with the general upper respiratory signs, or as a secondary 
infection, usually streptococcal, during the stage of defervescence. 
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Laryngeal diphtheria, which used to be the most common laryngeal in- 
volvement in children, is now comparatively rare, but it is still a wise 
procedure to treat laryngitis as possibly diphtheritic until proved otherwise. 
The early symptoms are a huskiness of the voice with slight inspiratory 
stridor, and a croupy cough. This may be followed rapidly by spasms of 
coughing in which the child becomes considerably distressed, associated with 
extreme restlessness, slight cyanosis, and a varying degree of retraction of 
the lower sternum and intercostal spaces on inspiration. After such a spasm 
the child may fall asleep breathing quietly only to be aroused by another, 
the intervals between such growing shorter until the distress is continuous. 

Early administration of 4000 units of diphtheria antitoxin is essential. A 
mixture containing compound tincture of camphor B.P. and tincture of 
belladonna given four-hourly is helpful as a sedative and antispasmodic. 
The use of a steam kettle will ease obstructive symptoms. Enough steam can 
usually be obtained by directing the flow at the face from a safe distance to 
avoid scalding without enclosing the patient in a tent. Should obstructive 
symptoms appear, it is advisable to admit the case to a hospital where 
facilities exist for immediate operative interference should necessity arise. 
Obstruction may be sudden, and every practitioner must be prepared to 
perform an immediate tracheotomy should the circumstances demand it. 


A ‘stab’ tracheotomy requires the minimum of instruments and time. The child 
should be wrapped firmly in a blanket, including the arms. The head is extended 
by placing some firm object, such as a rolled sheet, under the shoulders. The 
cricoid cartilage is gripped firmly between the thumb and forefinger of the left 
hand while an assistant holds the head perfectly straight. Following a very small 
skin incision just below the level of the cricoid, a stab incision is made, ideally to 
cut the second ring of the trachea. Entrance to the trachea can usually be heard by 
the passage of air, unless the block is low down in the trachea. As soon as the 
opening has been made a pair of dilators should be introduced and the wound held 
open until a free airway is gained, then the tracheotomy tube can be introduced 
and tied firmly round the neck. Once an instrument is in the trachea, it should 
not be removed until another is inserted, or the opening into the trachea will be 
difficult to find again. Any bleeding which occurs is usually controlled easily by 
the pressure of the dilators or the tube itself. 


DIPHTHERITIC CARDITIS 

Vomiting during the treatment of a case of diphtheria should always be 
regarded as the first sign of cardiac involvement; this may be associated with 
acute precordial pain. The diet should at once be reduced to a fluid one, 
and if vomiting persists rectal salines should be given. Fifty per cent. 
glucose saline may be given intravenously. Drugs are disappointing, but 
caffeine sodium salicylate, given by injection in 1 grain (65 mg.) doses four- 
hourly for a child, and 2 grains (0.13 g.) four-hourly over the age of twelve 
years, is worthy of trial. Should collapse occur suddenly, 1 ml. of nikethamide 
should be given immediately, the foot of the bed raised, and warmth applied. 
Eucortone may help cases in which adrenal damage is suspected as an 
additional factor. 

The onset of a diphtheritic diaphragmatic paralysis is often sudden, appear- 
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ing about the end of the sixth week or during the seventh week of the illness. 
Cyanosis, the action of the accessory muscles of respiration, and the re- 
versal of the abdominal movements on breathing, will clearly indicate the 
cause of the collapse. Artificial respiration will be required until a mechanical 
respirator is obtained. 


POLIOMYELITIS 

During periods when infantile paralysis is prevalent many emergency calls 
may be made on the practitioner because of the fears that this disease pro- 
duces in the public mind. Many of these calls may prove to be false alarms, 
but if any doubt exists the patient should be put to bed for a few days’ rest 
and carefully watched. Rest at this stage may lessen the severity of any 
paresis which may ensue. It is generally accepted that active exercise during 
the period of invasion increases the extent and severity of the paralysis. 

In many cases the entire paralysis develops simultaneously, but in some a 
spreading, ascending type develops over a period of hours or days. It is wise 
not to give a prognosis of the extent of the paralysis until the temperature 
has been settled for three days, which in the average case means about ten 
days from the onset of symptoms. 

Acute polioencephalitis may run its course in a matter of a few hours. 
The patient complains of acute headache and vomiting, and then passes into 
a drowsy state to be followed by increasing coma and death. These cases are 
associated with a degree of generalized spasticity. There is little that can be 
done to relieve them. 

All cases with paresis, especially bulbar types, should be admitted to a 
hospital equipped with a mechanical respirator as soon as possible, in order 
that any spread involving the respiratory mechanism may be dealt with early. 


INFECTIVE GASTRO-ENTERITIS 

Diarrhea and vomiting in infants are usually attributed to an acute infective 
gastro-enteritis but, as has previously been mentioned, these may be the 
symptoms of acute toxemia from some other cause. Acute abdominal 
emergencies must also be excluded before making a diagnosis of primary 
gastro-enteritis. Over the age of two years, primary infective gastro-enteritis 
is comparatively rare and some other cause for the symptoms should be 
suspected. It is not uncommon for children and adults to be admitted to 
hospital as cases of gastro-enteritis, when, in fact, they are suffering from 
generalized peritonitis following an atypica' attack of appendicitis. In my 
experience the usual reason is that the illness began with diarrhoea, whereas 
constipation is generally expected in appendicitis. 

Infants suffering from gastro-enteritis may show alarming dehydration in 
a few hours from the onset of symptoms, so much so that it is difficult to 
believe the short history although it is quite accurate. Here again, an intra- 
venous drip infusion with 2.5 per cent. glucose saline is urgently required. 
The antibiotics, although useful in some cases, appear to have no influence 
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at all in others; this is understandable when it is considered that a variety of 
organisms may be responsible for the condition. Chloramphenicol probably 
gives the highest number of successes, and will be more acceptable now that 
a tasteless form has been manufactured. Streptomycin by the oral route 
usually stops vomiting even if it does not affect the diarrhea: 2 grammes 
daily, divided up according to the number of feeds in the twenty-four hours, 
and given with the feeds, is an adequate dose. 


TYPHOID FEVER 
The two emergencies occurring in the course of typhoid fever are well 
known, namely, perforation and hemorrhage. The former must be dealt 
with by immediate operation. In the case of the latter, it is best controlled 
by complete rest, giving morphine if necessary, sips of iced water only by 
mouth, and blood transfusion to replace loss in serious cases. 


SMALLPOX 

Smallpox, or the suspicion of it, must be treated as an emergency. The 
modern rate of travel makes the possibilities of the introduction of cases into 
this country much higher than formerly. The decline in the number of 
vaccinated people makes the early diagnosis of great importance. Any 
suspicious ‘spots’, especially on the hands or face, or any prodromal symp- 
toms such as headache, backache and shivering associated with pyrexia, 
occurring in an individual who has returned from smallpox areas abroad 
within fourteen days, or in someone who has been in close contact with such 
an individual, should immediately be notified to the Medical Officer of 
Health for a second opinion. The appearance of prodromal rashes in small- 
pox must be remembered. These are mostly confined to the areas of the 
groins and axilla, but may be generalized. The morbilliform types have led 
to the erroneous diagnosis of measles, with consequent delay in isolation. 

The recent confirmation of variola minor in Lancashire is a reminder that 
the possibilities of smallpox must always be borne in mind in any vesicular 
eruption. The relative distribution of the rash is the most important differ- 
ential point between smallpox and chickenpox. In the former the rash is 
more profuse on the face and forearms than on the trunk and typically 
avoids the axilla, whereas in the latter the trunk shows more lesions than 
the face and limbs, the upper arm is more involved than the forearm, and 
lesions in the axilla are to be expected. Chickenpox lesions appear in crops, 
and an early lesion may be adjacent to a crust, whereas in smallpox all lesions 
in any particular area are at the same stage of maturation. Further points to 
consider are that in smallpox the incubation period is shorter, the prodromal 
period more severe, and the individual lesions are deeper in the skin and 
take longer to mature than in chickenpox. Prompt isolation and vaccination 
of contacts may prevent a serious outbreak. 
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By WILFRID OAKLEY, M.D., F.R.C.P. 
Physician, King’s College Hospital, Diabetic Department. 


‘THE most important diabetic emergencies are diabetic coma and hypo- 
glycemia. Diabetic coma is the end-result of a process recognizable in its 
early stages by the presence of increasing amounts of ketone bodies in the 
urine, and, if the urine of every sick diabetic patient were tested for ketone 
bodies (‘acetone’) as well as sugar, the danger of this emergency would be 
realized at a time when preventive treatment is usually simple and effective. 


KETOSIS 

‘The most important of the ketone bodies is diacetic acid, which can be de- 
tected in the urine by Rothera’s test in dilutions up to 1 in 400,000; Ger- 
hardt’s ferric chloride test gives a positive reaction with diacetic acid above 
concentrations of 1 in 2000. It follows therefore that, when testing for 
ketone bodies, Rothera’s test should first be done; if this is strongly positive, 
the ferric chloride test should also be carried out. The presence of a positive 
ferric chloride indicates severe ketosis and a state of emergency which, if not 
treated, may lead to pre-coma, coma, and the death of the patient. 

In considering the diagnosis and treatment of diabetic coma it is con- 
venient and logical to begin with the early stages in which severe ketosis may 
either be present without signs or symptoms, or be associated in a conscious 
patient with one or more of the following: shortness of breath, anorexia, 
nausea, vomiting, giddiness, drowsiness, and abdominal pain (clinical 
ketosis or pre-coma). 

Causal factors.—Ketosis is often present in untreated cases of moderately 
severe and severe diabetes, its presence being unassociated with any other 
morbid process. In treated diabetics, ketosis may be the result of nothing 
more than inadequate control of the diabetes, but there is often some com- 
plicating factor present which causes an increase in the severity of the 
disease. This may be an acute infection such as gastro-enteritis, hepatitis, 
pyelitis, tonsillitis, or pneumonia, or a local condition such as an insulin 
abscess, carbuncle, or a septic condition of the feet, including gangrene. 

Gastro-enteritis rightly heads the list, as it is one of the most common 
causes of severe ketosis and diabetic coma. This is because it not only 
aggravates the diabetes but also produces a state of starvation and dehydra- 
tion, both of which favour the development of diabetic coma. Added to 
this, in some cases, is the false assumption that inability to retain food con- 
stitutes a reason for withholding insulin, the patient having been taught that 
an injection of insulin must be followed by food. lt is important in this 
connexion to remember that stopping food and insulin in a severe diabetic 
is one of the quickest and most certain ways of producing ketosis and diabetic 
coma. For this reason, if a diabetic receiving insulin is unable to eat his 
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normal diet he should always try to take the carbohydrate portion in the 
form of fruit drinks sweetened with glucose or sugar, bread and milk, toast 
or biscuits, together with the usual dose of insulin. If no food can be re- 
tained, the patient should take half the usual dose of insulin and get in touch 
with his doctor. 

When infection is present, sulphonamides, penicillin, or other appro- 
priate treatment should be given without delay, and local collections of pus 
should be drained whenever this may be done without a general anzsthetic. 
Major operations on patients with severe ketosis should, if possible, be 
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Fic. 1.—Lawrence’s ‘Emergency Diabetic Sheet’. 


postponed until the diabetic condition has received emergency treatment. 

Treatment.—The general principle in the treatment of ketosis is to give 
soluble insulin and carbohydrate feeds at frequent intervals. In practice it 
is often sufficient, in the early stages at any rate, to increase the patient's 
insulin or, in cases having two injections of soluble insulin a day, to add a 
third before the midday meal; the addition of a dose of soluble insulin before 
the evening meal may also prove effective in those cases having a mixed dose 
of insulin before breakfast. 
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CLINICAL KETOSIS OR PRE-COMA 

When ketosis is associated with symptoms it is best treated by putting the 
patient on four-hourly injections of soluble insulin with two-hourly feeds of 
carbohydrate food in readily assimilable form, such as glucose, fruit juice, 
milk drinks. A convenient method of doing this is that devised by Lawrence 
and called by him “The Emergency Sheet’ (fig. 1). Soluble insulin is given 
four-hourly at the times recorded on the sheet, the dose depending upon the 
colour obtained by testing a four-hourly specimen of urine with Benedict's 
solution. It is impossible to be dogmatic about insulin dosage, but in a 
diabetic of moderate severity it may be of the order of 28 to 40 units for a 
red or yellow test, 12 to 20 for a thick green, and o to 8 for a blue. If 20 
grammes of carbohydrate are given two-hourly in fluid form the patient will 
receive sufficient carbohydrate to cover the insulin and replenish liver 
glycogen, and enough fluid to correct dehydration; later, 40 grammes may be 
given four-hourly and insulin dosage modified to allow for the increasing 
insulin sensitivity associated with diminishing ketosis. 


DIABETIC COMA 

Diagnosis.—As already stated, this condition represents the end stage of a 
process of progressive ketosis and is therefore never sudden ir onset. The 
history, if available, will always be that of increasing malaise with symptoms 
of uncontrolled diabetes and ketosis extending over a period of days or, at 
least, many hours. In addition, there is often a history of intercurrent illness, 
such as gastro-enteritis or some other infective process. On examination, the 
signs are a combination of those of ketosis and dehydration. The former 
produces acetopneea, a heavily furred tongue, and the deep abdominal 
breathing—so-called air hunger—characteristic of diabetic coma. The latter 
is responsible for the lowered ocular tension, dry tongue and skin, low or 
falling blood pressure, rapid pulse, and cold extremities, which together 
constitute the clinical picture of peripheral circulatory failure or shock. The 
urine is loaded with sugar and acetone bodies, and chlorides are absent or 
reduced. The blood sugar almost always exceeds 300 mg. per 100 ml., and 
may be over 1 g. per 100 ml. In making a diagnosis of diabetic coma it 
should always be remembered that this condition rarely occurs in elderly 
obese diabetics, and that cerebrovascular accidents are not uncommon in 
such patients. In the absence of diagnostic signs in the nervous system, 
diabetic coma can be excluded by finding ketone bodies absent from the 
urine, or present in traces only. 


TREATMENT OF DIABETIC COMA 
The prophylactic treatment is that of severe ketosis and has already been 
described, and if to this is added the treatment of dehydration and peripheral 
circulatory failure, the principles of treatment of established coma are com- 
plete. Every case of diabetic coma should be treated, if possible, in a hospital 
or nursing home. It is often difficult to decide in a severe case whether it is 
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wise to take the risks attached to moving the patient and, whilst it is im- 
possible to lay down hard and fast rules, certain considerations are of special 
importance: these include the home conditions, availability of doctor and 
nurses and proximity of a suitable hospital; but the most decisive single 
factor is the patient’s blood pressure. If the systolic pressure exceeds 100 
mm. Hg it is best to move the patient immediately to hospital, but if the 
figure is much below this level, it is wise first to give 40 to 60 units of insulin 
and a rapid intravenous infusion of 2 litres of normal saline; then the journey 
to hospital may be made with less risk of the fatal fall in blood pressure 
which is apt to occur if this preparatory treatment is not carried out. 

On admission to hospital the patient should be put into a warm bed and 
kept warm with an electric blanket. A general examination should be made, 
without undue exposure, to exclude any general or local infection, and 
suitable treatment started without delay. 

An injection of 80 to 100 units of soluble insulin should be given sub- 
cutaneously and an intravenous drip set up, if possible into a forearm vein 
and without cutting down. Not more than a quarter of the initial dose should 
be given intravenously if there is marked circulatory collapse. A catheter 
specimen of urine should be tested for sugar, ketone bodies, and chlorides, 
and blood taken for sugar estimation. The stomach should then be washed 
out with sodium bicarbonate solution. It is convenient to use normal saline 
for the early treatment of dehydration, as it also corrects chloride loss and 
does not obscure the effect of the initial dose of insulin. The first two litres 
should be allowed to run in as fast as possible, and if the blood pressure re- 
mains very low a third litre may be given in the same way, provided that a 
careful watch is kept on the bases of the lungs for the onset of pulmonary 
edema. Inability to overcome peripheral circulatory failure is the most 
common cause of death in diabetic coma, and it is worth while giving 2 
pints (1 litre) of plasma if saline fails to maintain the blood pressure. 

By the time all these things have been done the result of the initial blood 
sugar estimation should be known, and a decision can be made whether to 
give more insulin at once or to wait three to four hours for the result of the 
second blood sugar test. If the level is very high—over 800 mg. per 100 ml. 
—a further 80 units or more should be given at once, according to the 
degree of glycemia, but for lower levels it is safer to wait and see the effect 
of the initial dose of insulin. Desperate late cases with a very high blood 
sugar and an extreme degree of ketosis and dehydration may require many 
hundreds or even thousands of units of insulin, but these cases are com- 
paratively rare. The early cases of average severity seldom need more than 
a few. hundred units to remove the ketosis and reduce the blood sugar to a 
normal level. 

There is a tendency at present to give needlessly large and potentially 
dangerous doses of insulin at very frequent intervals in cases of diabetic 
coma which could be treated just as effectively and more safely with smaller 
doses given at intervals of three to four hours. After the second blood sugar 
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estimation has been taken, 4 per cent. glucose in 1/5 normal saline should 
replace normal saline, and be given by drip until the patient is conscious and 
able to take fluids by mouth without vomiting. From this stage onwards the 
treatment should be the same as that described under ‘pre-coma’. 

Marked tachycaraia often persists for several days after the patient has 
come out of coma, and during this period every care should be taken to 
throw no unnecessary strain upon the heart. Vitamin B,, by intramuscular 
injection, in doses of 50 to 100 mg. daily, has been advocated, on the 
assumption that deficiency of this vitamin may be one of the factors re- 
sponsible for the myocardial weakness. 


HYPOGLYCAMIA 

The blood sugar level at which symptoms and signs of hypoglycaemia appear 
varies in different diabetics but is usually less than 60 mg. per cent. A 
definite time relationship exists between their onset and the type and dosage 
of insulin injected: the larger the dose the longer the period during which 
hypoglycaemia is liable to occur. With soluble insulin in doses up to 30 units 
the maximum fall in blood sugar may be expected from three to six hours 
after injection, but with doses of over 40 units, hypoglycemia may be de- 
layed for as long as ten or twelve hours. With protamine zinc insulin the 
time interval is longer, hypoglycemia after a morning injection occurring in 
the late afternoon or more often during the night or early morning. With 
globin insulin, hypoglycaemia most often occurs either before lunch or during 
the afternoon. 

The onset is always rapid, the patient being in his usual state of health up 
to the time of the attack; this fact alone is usually sufficient to differentiate 
between hypoglycaemic and diabetic coma in any case in which a history can 
be obtained. The early symptoms include hunger, sweating, palpitations, 
tremor, restlessness and excitability. The low blood sugar, by virtue of its 
action on the central nervous system, may produce a state of mental con- 
fusion, incoordination, ataxia, paresthesia, especially in the lips and tongue, 
transient palsies, drowsiness, coma, epileptiform convulsions and, rarely, 
death. To this list may be added nausea and headache, which are most 
commonly produced by protamine zinc insulin. Coma is almost always pre- 
ceded by one or more of the early symptoms which enable the patient to 
recognize the condition and relieve it by taking sugar or other carbohydrate 
food. 

HYPOGLYC4MIC COMA 
Diagnosis.—Hypoglycemic coma should always be suspected when a 
diabetic taking insulin is known to have been in reasonably good health 
within a few hours of loss of consciousness. A good history will almost 
always serve to exclude diabetic coma, but a cerebrovascular lesion, such as 
a hemorrhage, embolus, or thrombosis, may present more difficulty, es- 
pecially if the patient is elderly and has arteriosclerosis. 

Patients in hypoglycaemic coma are pale, and the skin is moist; ocular 
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tension and blood pressure are unaffected, respiration resembles that of 
normal sleep, and there is no acetopneea. Signs in the central nervous system 
should not be relied upon in diagnosis, for reasons already given, but are 
more likely to be present in hypoglycemic than in diabetic coma. The urine 
may contain sugar if the bladder has not recently been emptied, but if a 
catheter is passed the next specimen will be found to be sugar-free. Ketone 
bodies are typically absent; if present, they are the result of starvation and 
insignificant in amount. The diagnosis may be confirmed by estimation of 
the blood sugar, which is always low and usually less than 60 mg. per 100 ml. 
Treatment should never be postponed to obtain the result of the blood sugar 
estimation. The differential diagnosis of hypoglycemia and cerebrovascular 
accident is rendered simple in most cases by the rapid response of the former 
to correct and adequate treatment. 


TREATMENT OF HYPOGLYCAMIA 
Prophylactic.—Frequent attacks of hypoglycemia mean bad diabetic treat- 
ment and often result from an attempt to render the urine sugar-free after, 
instead of before, meals. The use of buffer feeds in the mid-morning and at 
bedtime will often prevent attacks, and the latter should always be given to 
patients on protamine zinc insulin to reduce the risk of nocturnal hypo- 
glycemia. All diabetics taking insulin should therefore carry with them not 
less than 20 grammes of carbohydrate in the form of glucose tablets or 
sweets, lumps of sugar, biscuits or chocolate; this is particularly important 
for those who drive motor cars. In such cases buffer feeds should never be 
omitted, meals should always be taken at the proper times, emergency rations 
being kept in the car in case of breakdowns or delays. 

Treatment of the attack.—This consists in giving glucose or some other 
readily absorbed form of carbohydrate, such as sugar, jam, biscuit, bread or 
chocolate, in adequate amounts at the onset of symptoms; the usual error 
is to give too little, especially in attacks due to protamine insulin, with the 
result that the condition recurs after a brief interval of improvement. With 
the onset of coma, treatment becomes more urgent and less simple as carbo- 
hydrate food cannot be swallowed. The best way to overcome this is to give 
20 ml. of 60 per cent. glucose solution intravenously, but if this is not 
available, a solution of glucose or sugar may be given by a stomach tube or 
nasal catheter, the former being the safer method. It is sometimes possible 
to revive the patient sufficiently for sugar to be taken by mouth by giving 
15 minims (1 ml.) of 1 in 1000 adrenaline, and this method is always 
worth trying provided care is taken that the adrenaline is not introduced 
into a vein. 

In conclusion, whenever there is the least doubt about the cause of coma 
in a diabetic, it is a good rule always first to give glucose without insulin: 
if coma is due to hypoglycemia, rapid recovery is likely to result; if it is 
diabetic, no harm will be done. 
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By F. F. HELLIER, O.B.E., M.D., F.R.C.P. 
Dermatologist, General Infirmary, Leeds. 


‘THERE are few dermatological crises which can compare in their life and 
death urgency with a surgical emergency, and there is much truth in the old 
saying that it is nice to be a dermatologist because one’s patients never get 
one up in the night. Nevertheless, there are occasions when the dermatolo- 
gist must act promptly and decisively if serious, even though not fatal, 
consequences are to be avoided. 


ANGIONEUROTIC C2DEMA OR GIANT URTICARIA 

This condition has given me more urgent calls than all other skin conditions 
put together. Not infrequently it may affect the tongue and even the throat 
and, though fatal cases are rare, the patient may become extremely alarmed. 
This type of urticaria is rarely caused by food; if it is, the patient usually 
knows the offending article and can avoid further attacks. Occasionally 
aspirin produces giant urticaria which not uncommonly involves the lips 
or tongue; such outbreaks may erroneously be attributed to the menstrual 
period because at this time patients are apt to take aspirin. In the majority 
of cases no specific cause can be determined, but psychological influences 
certainly play an important part. 

The acute attack may sometimes be cut short with adrenaline or 
ephedrine, which until the introduction of antihistamine drugs were the 
mainstay of treatment, aided possibly by injections of calcium gluconate. 
In one case of mine local injection of adrenaline into the incipient swellings 
appeared beneficial. Nowadays it should be possible to control any attack 
by the proper use of antihistamines, and failure to do so usually implies 
ignorance of their individual characteristics (Bain, Warin and Hellier, 
1948). The important factors to be considered in relation to such drugs 
are their antihistaminic activity and their side-effects; these latter vary 
greatly in different individuals. At the moment ‘phenergan’ is the most 
powerful antihistamine drug available, and its effect lasts for at least twenty- 
four hours; its disadvantages are that it may have severe side-effects in the 
form of dizziness and drowsiness, and it is rather slow in producing its full 
effect. Phenergan (25 mg.) should therefore be given at night only, and 
should be pushed until the urticaria is controlled by increasing the dose at 
night and not by giving it more often. In a very acute attack more rapid 
action may be obtained with ‘anthisan’ or ‘antistin’ (100 to 200 mg.); 
‘bellergal’ has less antihistaminic activity, although its sedative side-effects 
are sometimes useful in other conditions. 


ACUTE DERMATITIS VENENATA 
Sometimes sensitization to some external irritant may cause an alarming 
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picture; there may be such gross edema that the eyes are completely closed; 
or if on the penis, a paraphimosis is produced. Such a dermatitis may be 
confused with giant urticaria but is differentiated by the presence of blister- 
ing, oozing, or scaling, and often by the more prolonged course of the 
individual lesion. It is essential to determine the provoking agent, and this 
may be obvious, as when an attack follows the use of a hair dye, or a workman 
has been handling some well-known irritant; at other times only a pains- 
taking history and personal inspection of the home or workshop may reveal 
the cause. The possibility of some therapeutic application must always be 
considered carefully, particularly proprietary drugs tried by the patient 
himself, and above all penicillin and sulphonamides. These last have 
caused more severe and prolonged reactions in my experience than any 
other drug; over 1000 cases of sulphonamide dermatitis occurred in the 
campaign in Western Europe, many of which ultimately led to the soldier’s 
discharge from the Army. If a wound or some skin condition is being 
treated with sulphonamides or penicillin, and it must be remembered that 
penicillin powder contains sulphathiazole, such treatment must be stopped 
at once if there is any increased redness, irritation or oozing of the skin. 
Failure to do this may be followed by a fulminating and extensive secondary 
spread, leading to prolonged incapacity. 

Acute dermatitis should be treated with the blandest applications— 
permanganate baths, weak lead lotion, poultices, or oily calamine, and not 
strong antiseptics, antibiotics, or tar preparations. In contrast to their 
action in urticaria, antihistamine drugs are of little value in acute dermatitis. 


ERYSIPELAS 
This is the third skin condition which may cause sufficient edema of the 
lids to close the eyes. It is readily differentiated by the constitutional 
symptoms and the sharp margin of the lesion; nevertheless, it may be 
missed when it is superimposed on a pre-existent skin rash, and it should be 
considered whenever a skin patient has a sudden unexplained temperature. 


CARBUNCLES AND BOILS 
By themselves carbuncles and boils do not constitute an emergency, but 
when they occur in a diabetic they may precipitate the onset of coma; 
in their presence the urine must always be tested for sugar and acetone. 
Despite surgical teaching, boils and carbuncles should never be incised, 
and this applies above all to lesions situated on the upper lip or cheek for 
fear of spreading infection through the communicating veins to the 
cavernous sinus. The best local treatment for carbuncles is to apply mag- 
nesium sulphate paste to the centre of the infection and paint the sur- 
rounding skin with some antiseptic dye. Pain may be relieved by heat and 
also by a suberythema dose of X-rays. A course of penicillin is now routine, 
but even large doses of penicillin are valueless if the organism is penicillin- 
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resistant; this should be suspected if there is no response, and another 
antibiotic substituted. 
ANTHRAX 

This may be fatal, so the diagnosis must never be missed. The classical 
malignant pustule with its black necrotic centre, surrounding edema and 
vesicles is obvious, but any septic papule developing in a man working with 
hides or wool in any form should be treated with suspicion until it is proved 
not to be anthrax. This requires a careful bacteriological investigation. A 
direct smear will often give strong presumptive evidence; even if this is 
negative, treatment should be given at once if the clinical appearance is at 
all suspicious, without waiting for the report of the culture. Most cases will 
respond to large doses of penicillin (a million units twice a day), but if the 
cedema and redness continue to spread one should not hesitate to use ad- 
ditional methods such as Sclavo’s serum and N.A.B. Anthrax seems to have 
become more common recently, and we have had more than a dozen cases 
in the last three years in Leeds. 


CUTANEOUS DIPHTHERIA 

This is a rare condition in Great Britain but was not so uncommon in the 
Army in Western Europe, and at times produced serious epidemics among 
troops in the Middle East. Usually it occurred as a secondary infection 
superimposed on some minor septic skin abrasion. The condition was 
suspected if a simple ecthymatous ulcer suddenly started to spread and 
became unhealthy looking, with a bluish-red surrounding margin and a 
dark adherent crust. In some instances the nature of the infection remained 
unsuspected until secondary neurological or cardiac signs developed. The 
only certain method of diagnosis is by bacteriological examination, but when 
a few cases have been seen the diagnosis may often be made clinically. 
‘Treatment consists in the immediate injection of anti-diphtheria serum, but 
locally, serum is valueless. Here the most satisfactory treatment is a ‘eusol’ 
dressing kept wet by frequent changing. These patients must, of course, be 
kept strictly isolated and the nursing staff must realize the danger of in- 
fecting wounds in other patients. 

Occasionally, cutaneous diphtheria produces an impetigo-like lesion on 
the face, especially round the nose secondary to an intranasal infection. This 
should be suspected especially if there is any bloodstained discharge from 
the nostrils. These patients are particularly dangerous, as they may be quite 
fit in themselves and yet be capable of spreading a virulent type of organism. 
‘They must be kept isolated until both the skin and, which is more difficult, 
the nose have been cleared and been proved free from virulent infection by 
repeated bacteriological tests. 


IMPETIGO (‘PEMPHIGUS’) NEONATORUM 
Any blister appearing in the first ten days of life is suspect and must be 
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treated seriously. The most likely cause is a staphylococcal infection of the 
skin, although it might be congenital syphilis or a rare congenital abnor- 
mality—epidermolysis bullosa. In impetigo neonatorum the child is usually 
quite healthy, at least for several days until toxic absorption from the ex- 
tending raw areas occurs; in contrast, the child with a bullous syphilide is 
puny, weak, and may show other signs of syphilis. Epidermolysis occurs on 
the hands and feet and areas which have been subject to trauma, and is often 
familial. In impetigo the urgency is twofold: to save the child’s life and to 
prevent infection of other infants. The child should receive 100,000 units of 
penicillin orally three times a day, and raw areas on the skin should be 
painted with 1 per cent. gentian violet. An immediate search should be made 
for the source of infection, particularly for septic fingers, and nasal carriers 
of staphylococci in nurses and doctors. In the event of an epidemic a careful 
check should be made of the sterilizing equipment, bathing arrangements, 
and the like. It is sometimes necessary temporarily to close a maternity home 
or ward. 


INFANTILE ECZEMA 
One of the greatest tragedies in dermatology is the so-called eczema death. 
An apparently healthy baby suffering from eczema is taken into hospital and 
one day without warning is found to be dead, or at least fatally collapsed in his 
cot. The exact cause is uncertain. It has been suggested that these children 
are unstable and succumb easily to some trivial infection, or that the con- 
dition is due to some kind of anaphylactic shock. ‘The way to avoid such an 


event is never to take an eczematous child under a year into hospital if it 
can possibly be avoided. Once the collapse has occurred little can usually be 
done, but Marsden (1948) has claimed that rapid improvement may occur if 
sodium bicarbonate (4 g. to 0.5 litre of water) is given. Adrenaline has also 
apparently helped some cases. 


KAPOSI’S VARICELLIFORM ERUPTION 

Kaposi’s varicelliform eruption may occur suddenly in a patient with 
eczema, especially an infant. The eczematous areas of skin become covered 
with umbilicated pustules, often confluent with redness and edema, and the 
child may become desperately ill. It is due to infection of the raw areas by a 
virus which may have come from someone with facial herpes or a recent 
vaccination. It is therefore vital that persons suffering from ‘cold spots’, or 
who have recently been vaccinated, should be kept away from eczematous 
children. Recently, good results have been reported with chloramphenicol 
in this condition. 


TOXIC ERUPTIONS DUE TO DRUGS 
The majority of these are comparatively harmless, but occasionally they are 
serious and demand prompt withdrawal of the drug and at times active 
therapeutic measures. Gold intolerance should be suspected if a patient on 
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such treatment develops itching, particularly of the palms and soles, or any 
type of rash. The injections must be stopped at once, or a severe and pos- 
sibly fatal exfoliative dermatitis may occur. BAL should be given promptly 
if a rash appears. Jodides occasionally produce a bullous eruption often as- 
sociated with papular and purpuric lesions, and such a condition is likely 
to have a fatal termination. The cause may easily be overlooked when iodides 
are being taken in a cough mixture or some proprietary ‘blood mixture’, but 
even when this drug is suspected the source may not always be readily 
determined. In one fatal case the origin turned out to be a herbalist prepara- 
tion derived from seaweed. Needless to say, the drug must be stopped at 
once, and large doses of chlorides given in an attempt to replace the iodides. 


PRURITUS 

It may seem to the inexperienced to be stretching a point to label this an 
emergency, but I have known patients complaining of itching to commit 
suicide. One cannot definitely say whether the itching has driven the patient 
insane or whether the itching is merely a symptom of an underlying mental 
instability, but in either case the end is the same, and this possibility should 
be borne in mind. This is not the place for a discussion of the routine 
treatment of itching, but for patients with intolerable itching the following 
suggestions are put forward :— 

In generalized itching a warm bath with 2 to 4 oz. (30 to 60 g.) of bicar- 
bonate of soda taken just before going to bed may help; as an alternative 
one can use 8 oz. (230 ml.) of solution of coal tar B.P. Internally it is better 
to combine a sedative such as phenobarbitone with aspirin or veganin, 
rather than to give excessive doses of sedative alone, which only make the 
patient more miserable. I have sometimes found ‘bellergal’ (Sandoz) effec- 
tive when phenobarbitone alone has failed. Antihistamine drugs are of less 
value, except ‘benadryl’, which acts more by virtue of its hypnotic effect than 
through any antihistamine action. 

Intolerable local itching is often th > result of over-treatment and calls for 
a bland application such as oily calamine lotion, B.P.C.; a wet compress of 
weak lead lotion is also sometimes helpful. Local anzsthetic ointments are 
as a rule best avoided as their effect is only temporary and they may lead to 
sensitization. They are sometimes helpful, however, in tiding over a crisis, 
and I have found ‘anthisan cream’ one of the most useful. When available, 
fractional doses of X-rays may give dramatic relief. 

All these treatments are only palliative, and it should always be remembered 
that in severe itching, particularly in the absence of any gross skin disease, 
there is almost always a psychological background which requires treatment 
just as urgently as the local symptoms. 
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ANASTHETIC EMERGENCIES 


By H. W. FEATHERSTONE, O.B.E., T.D., M.D., LL.D., F.F.A.R.C.S. 
Lecturer in Anesthetics, University of Birmingham. 


THE possibility of emergencies occurring, whether grave or trivial, should be 
borne constantly in mind from the beginning to the end of every anzsthetic 
_ and, since many serious conditions once they have been established cannot 
easily be rectified, it is of the utmost importance that an anesthetist should 
know what emergencies are prone to occur, and in particular how the risk is 
effected by the anzsthetic method, the nature of operation, posture, and the 
condition and type of patient. It follows that anzsthetists should employ 
methods with which they are thoroughly familiar, especially if the operation, 
or the posture, or the patient’s condition provides special hazards. 


PREVENTIVE MEASURES 

Curative surgery is now regarded by most people as inconvenient rather 
than terrifying. The frequency of operations and the comfort of intravenous 
thiopentone have bred confidence, but this can be rudely shaken through 
lack of care, and panic once aroused is hard to quell. Preoperative sedation 
should be encouraged by correct medication, by keeping the patient warm, 
by smooth transport from ward to anzsthetic room, by placing sufficient 
pillows under the heads of those who are round-shouldered, by arranging 
for as brief a wait as possible in the anesthetic room and not leaving the 
patient alone, by doing as much as possible of the pre-anzsthetic examina- 
tion in the ward on the previous day, by easy intravenous injection, or, if 
inhalational induction be advisable, by avoiding strong or irritating vapour 
or gas. Rectal administration of bromethol or paraldehyde should be done 
in bed with as little disturbance as possible, and it may be worthy of mention 
that the catheter should not be withdrawn until it is certain that the patient 
has ceased to bear down and the solution is retained; for a wet bed is a 
trivial emergency which is better avoided. In preparing bromethol solution 
the test for change of reaction should never be omitted; although the break- 
down of bromethol to acid compounds is rare, such an occurrence may have 
serious consequences, and it has been known for dilute acetic acid to be 
supplied in a bottle labelled ‘distilled water’. 

Before even the most brief of anzsthetics the teeth and the heart and 
lungs should be examined. Although this should have been done normally in 
the ward, a glance at the teeth is always advisable before induction. Dentures 
may have been left in; teeth, crowns or bridges may be loose; a child may 
already have lost a milk tooth but, if the gap is not seen until after the 
induction and the wound is recent, the anzsthetist may be in serious doubt 
as to whether the tooth was lost before or after the induction. 
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COMMON DANGERS DURING INDUCTION 

During dental extraction in the dental chair a tooth may fly back from the 
forceps and, unless the mouth has been packed with a mop, the tooth may 
be inhaled into the larynx or a bronchus. Many dentists wisely check the 
teeth and/or roots immediately after extraction, for a root, though extracted 
from its socket, may fall into another socket and, if the operation be long and 
recovery delayed, the fragment may fall out of the socket and be inhaled 
during recovery in bed. In any case of doubt careful radiological examination 
should be carried out forthwith, and if there is a foreign body in the air 
passages or lung it should be removed as soon as possible. Rarely, the 
Trendelenburg position and coughing may suffice, but in most cases early 
bronchoscopic removal is necessary. Delay may allow inflammation to set 
in, and after a few days removal may no longer be practicable. 

It is common practice to cover the jaws of the usual Mason’s gag with 
pieces of rubber tubing. In time, however, the rubber becomes hard and 
brittle, with the result that in at least one instance a piece of the hard rubber 
broke off and was inhaled. Although a postoperative cough led to X-ray 
examination, no foreign body could be seen, but fortunately ten days later a 
bout of coughing brought up the small rubber fragment, the nature of which 
had not been suspected. 

The young man with no gap in a row of good teeth must be treated with 
respect. During induction, whether by nitrous oxide or by thiopentone- 
nitrous oxide-oxygen, clenching of the teeth and a degree of laryngeal spasm 
may readily occur; in these circumstances a gag cannot be inserted, a 
wooden wedge may be equally useless and may indeed break a tooth. Usually, 
rubbing the face, combined with pushing forward the mandible and raising 
the pressure of pure oxygen in the facepiece, drives a supply of oxygen down 
the nose and encourages an inspiration, but a short length of wide-bore 
Magill tube inserted through the nose, so that the orifice lies behind the 
tongue and above the larynx, is helpful; although a small dose of a relaxant, 
in particular one of the new short-acting relaxants, may be required. But 
in such a patient the precaution of inserting a tethered mouth prop between 
the teeth before starting induction will avoid difficulty. 

If in the anesthetic room, before induction is begun, it is evident that 
the pre-anzsthetic drugs have not been given or have failed to act, it may be 
considered advisable to inject the drug by the intravenous route immediately 
before induction. In such a case the dose should be the low hypodermic 
dose, but it should be well diluted. If bubbiing or frothing occurs after 
induction, keep the head turned well to one side, and it may be necessary 
to lower the head to avoid blocking of the air passages with froth. A dose of 
atropine and change of anzsthetic to nitrous oxide-oxygen with a low 
concentration of trilene should soon relieve the trouble. 

During induction, a loaded stomach, due to one of several causes, may be a 
nuisance or it may be fraught with serious consequences. Retarded digestion 
and emptying of the stomach in a nervous child, a recent meal, or—most 
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dangerous of all—the vomiting of intestinal obstruction, each of these con- 
ditions will retard induction by inhalational anzsthetics and, when vomiting 
occurs, unless the mask is removed at once and the head and shoulders 
quickly turned to one side with sloping of the table head downwards, 
choking through blockage of the larynx and bronchi with paste-like vomit 
may Create a position of the utmost difficulty and danger. It will be seen that 
if a loaded stomach or intestinal obstruction is suspected the mask should 
not be tied on to the head by a Clausen’s harness or similar instrument. 
Moreover, experience has shown that induction of anesthesia by thiopentone 
in such circumstances may lead to vomiting and possibly collapse of the 
patient. The introduction of a stomach tube into the stomach either before 
induction, or as soon as the vomiting begins, is of great value. Mechanical 
suction should be instituted as soon as possible when frothing or vomiting 
occurs, and for this purpose it is now customary to provide each anesthetic 
room with such an appliance. A suction device fitted to an oxygen cylinder, 
such as the M.I.E. apparatus, is convenient and quickly put into operation. 


INTRAVENOUS ANASTHESIA 
Nowadays, intravenous injections for all sorts of purposes must cause the 
anzsthetist who is about to inject thiopentone to be wary of placing the needle 
in a vein which, though easily rendered prominent, is blocked as the result 
of previous instrumentation. Although a needle may be introduced satis- 
factorily, rapid injection may distend the vein and cause extravasation of 
thiopentone solution and blood through the dilated hole in the vein wall. 


The precaution of firm, but not rough, massage of the tissues to dispel any 
extravasated solution should always be taken after the injection has been 
completed. Owing to the ease with which a needle may be inserted in some 
individuals into the brachial artery at the bend of the elbow, and the serious 
results—even arterial blockage and gangrene—it is well, whenever possible, 
to place the needle in the median cephalic vein, or at any rate to avoid the 
region of the brachial artery. Should the patient cry out with pain, always 
stop the injection at once. If it is possible that the artery has been entered, 
a few ml. of 2 per cent. procaine should be injected into the artery to relax 
the vascular spasm. 

When preparing the solution of thiopentone it is important that all the 
drug be dissolved and the solution thoroughly mixed so that it is uniform. 
If 20 ml. of water are poured into a phial containing 1 g. of thiopentone, 
and only half of the contents of the phial is required for the case—i.e., 
0.5 g.—it may happen that, if the whole of the contents of the phial are not 
drawn up and returned to the phial by the syringe and thus mixed, a weak 
solution may be drawn up from the top of the phial, or a highly concentrated 
solution may be taken from the bottom of the phial. 

Induction by thiopentone should not be too rapid, for the strongly 
alkaline solution if not well-mixed with blood may harm the vein wall. 
When it is desired to continue the anesthetic by inhalational means, respira- 
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tory arrest, whether through momentary overdose or through associated 
layngeal spasm, may be troublesome. There is considerable individual 
variation in sensitiveness to the barbiturates and in the rate of detoxication 
of these drugs. 


INHALATIONAL ANAESTHESIA 

When the sequence ethyl chloride-ether by the so-called open method was 
customary, a complication sometimes occurred which may be recorded here. 
The patient was usually of, good physique and rather apprehensive. Quick 
smooth induction by ethyl chloride and an easy change to ether were fol- 
lowed by full breathing, rapid absorption of ether, excessive loss of carbon 
dioxide and, probably as the result of acapnia combined with overaction of 
ether on the respiratory centre, breathing weakened and then ceased. 
Although at first the colour was good and the pulse normal, breathing was 
difficult to restore. Notwithstanding rubbing the face and artificial respira- 
tion, some cyanosis and a throbbing pulse had set in before the patient began 
to breathe again. This chain of events rarely occurred once the operation, 
with the associated surgical stimuli, had been started. The administration of 
carbon dioxide and oxygen combined with artificial respiration would be 
effective treatment. It is now rare for this emergency to occur when using the 
usual gas-oxygen-ether method by semi-rebreathing, because the depth of 
etherization is rarely profound and the concentration of carbon dioxide in 
the inspired mixture is slightly above atmospheric. 

Attention should, however, be drawn to the risk from putting hot water 
into the metal container which surrounds the ether bottle on the Boyle’s 
gas-oxygen-ether apparatus. Bearing in mind that ether boils at about 34° C., 
i.e., below the temperature of hot water, it will be realized that the con- 
sequence of such action is to produce an enormous increase in the concentra- 
tion of ether vapour in the inhaled mixture, and the patient may quickly 
suffer from overdose. On the other hand, water at about room temperature 
surrounding the ether bottle will prevent too rapid a fall in the temperature 
of the ether and ensure a conveniently uniform production of vapour. 

The contents of the bottles or apparatus should be checked before use, 
or discarded and the bottles refilled. 

An over-zealous but untrained theatre orderly replenished with chloroform a 
bottle marked ‘chloroform’ but which was in fact, as at that time was all too common, 
wrongly labelled, and was being used for administering trilene. Fortunately the 


anzsthetist took the precaution of smelling the mixture of vapours delivered by the 
mask, and detected the chloroform. 


ENDOTRACHEAL ANASTHESIA 
When employing endotracheal methods, or when inserting a nasal tube for 
introducing oxygen or oxygen and an anesthetic agent into the pharynx, 
it is most important to be quite certain that the distal end of the tube is 
actually in the trachea or, in the latter case, in the pharynx. Distension of 
the stomach, and even of the intestines, as the result of forcing gases down 
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the esophagus, may occur more often than is realized. Although rupture of 
sound gut is not probable, there are risks and difficulties which may result 
for the patient and for the surgeon. Some anzsthetists consider that the 
practice of inserting an endotracheal tube and then covering the face, and 
the proximal end of the tube, with the anzsthetic face-mask may lead to the 
gases being induced to flow down the esophagus as well as down the endo- 
tracheal tube, particularly if there is a Ryle’s tube already placed down the 
cesophagus to the stomach. 

Deficiency of oxygen in the respiratory passages, in the blood and in the 
tissues may be due to one of many causes. It is the first duty of the anzs- 
thetist to maintain adequate oxygenation. Respiratory arrest may occur as a 
result of obstruction, from spasm of the larynx or bronchioles or muscles of 
respiration, from failure of the respiratory centre through drug overaction, 
from carbon dioxide deficiency, or from shock and exhaustion. Should 
breathing stop it is essential to form an opinion immediately as to the cause 
and then to take appropriate action. Several aspects of these problems have 
already been referred to, but emphasis may here be laid upon the importance 
of avoiding a condition of hypoxia, of deficiency of oxygen in the tissues, 
which may begin insidiously and lead to grave results. In this connexion 
it is well to remind anzsthetists of the danger of using an endotracheal tube 
with lumen too small for the patient’s respiratory requirements or which has 
a junction tube of insufficient calibre. Formerly, the various sizes of endo- 
tracheal tubes were not always correctly calibrated; thus two tubes marked 
size 8 might be of different calibre. This fault has received serious attention, 
but it is also recommended that the tube be fitted to the size of the patient’s 
larynx rather than selected according to the number printed on the wall of 
the tube. ~ 

RESPIRATORY EMERGENCIES 

When administering gas-oxygen-ether by the usual face mask and semi- 
rebreathing, sometimes a troublesome /aryngeal crow may develop and 
oxygen deficiency ensue. Early improvement in the airway, by pushing the 
jaw forward and by adjusting the oral airway, may restore noiseless and fully 
efficient respiration. But if the bad habit becomes established it is desirable 
first to make sure that the position of the head and neck is correct, and 
whether unimpeded breathing can be restored by allowing the patient to 
breathe air for a few breaths. Sometimes administration of carbon dioxide 
and oxygen will stop the crow, and then careful preservation of a good airway 
and gradual increase in the strength of the anzsthetic will conduce to satis- 
factory breathing. Continuance of a laryngeal crow may cause a condition of 
hypoxia and postoperative exhaustion. 

The posture of the patient on the operating table is often the concern of 
the anzsthetist, who should most certainly take care that the patient’s 
breathing is in no way impeded by the position in which he is laid, and 
injury to nerves or tissues through pressure on vulnerable parts must be 
avoided. In the fully prone position the shoulders and anterior superior 
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spines of the pelvis should be supported either on independent sandbags or 
by long cylindrical sandbags placed in line with the body, one under each 
shoulder and pelvic spine so as to form a trough in which the patient may lie 
and move the sternum and upper abdomen. Failure to take these precautions 
in operations on the cerebellum or on the spinal cord may cause respiratory 
embarrassment and serious consequences. Paresis of the muscles supplied 
by the radial nerve may follow an arm being allowed to rest over the edge 
of the operating table, and brachial plexus palsy has been caused by bad 
placing of the shoulder pieces when employing the Trendelenburg position. 


“TRILENE’ 

Trichlorethylene, ‘trilene’, is a useful drug with limitations which must be 
clearly understood. Commonly used in midwifery for obstetric analgesia, 
the drug by itself should rarely be employed as an anzsthetic. With a 
high boiling point (84° C.) at room temperature only a slow vaporization 
occurs, and it is found that in the Boyle’s bottle with gas-oxygen a vapour of 
about 0.5 per cent. is normally obtained. This mixture is adequate for light 
anzxsthesia; it is not explosive and it promotes little secretion in the respira- 
tory passages. Attempts to obtain muscular relaxation and to use the gas- 
oxygen-trilene mixture for abdominal section may lead to the signs of over- 
dose, namely, rapid breathing or irregular pulse or respiratory arrest. 
Probably it is not wise to employ trilene in cases in which the patient is 
shocked and has a low systolic pressure. The combination of trilene with 
high spinal analgesia has been followed by cardiac failure. 

With .-ilene, as with all anzsthetic agents, the anzsthetist must recognize 
that a patient who is shocked or bloodless requires much smaller doses; 
indeed in such conditions the anzsthetist should always feel his way warily 
when administering any form of anesthetic. 


CHLOROFORM 

Emergencies associated with the employment of chloroform are avoided 
most effectively by not using the drug. False anesthesia during induction 
may be a nuisance; cardiac inhibition during the second stage, heart muscle 
failure, overdose, ventricular fibrillation, and delayed chloroform poisoning 
are serious possibilities. To guard against these it is well to charge the liver 
with sugar before administration, to give a weak even dose of the vapour 
with excess of oxygen, to preserve a perfect airway throughout, and if the 
heart stops, to do cardiac massage without more than three minutes’ delay. 
It is probable that complete cessation of circulation for more than four 
minutes destroys the chances of complete recovery. 


POSTOPERATIVE MEASURES 
At the conclusion of an operation it is usually desirable that the patient should 
recover the protective reflexes as rapidly as possible. A good airway must be 
ensured and the respiratory centre restored to full working order before the 
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patient leaves the care of the anesthetist. Usually, carbon dioxide stimulation 
at the end of an anzxsthetic is probably best confined to one brief administra- 
tion only; depression of respiration through overaction of heroin or other 
derivatives of opium may call for carbon dioxide, oxygen and nikethamide; 
but respiratory depression by relaxants should have passed off before the 
end of the operation, or the appropriate antidote should be given. 

Patients who have had bromethol must be watched in the ward with 
special care, for the restoration of the protective reflexes may be delayed. 
Occasionally, bromethol or the barbiturates are followed by a considerable 
degree of restlessness during recovery. Morphine is an efficient sedative. 

Recovery from intravenous thiopentone may not always be so complete 
as appears. After a single dose the patient may recover consciousness and 
then fall asleep again or take some time to recover his memory. It is im- 
portant to make sure that following an intravenous barbiturate the patient 
is accompanied to his home, after an adequate rest for complete recovery, 
and that he does not drive a car until the following day. 


EXPLOSION RISKS 
The risk of explosion has become a matter of more than academic interest. 
Recent explosions appear to have been caused by a spark resulting from the 
discharge of static electricity. Nitrous oxide-oxygen-ether and cyclopropane- 
oxygen are mixtures which are used on the largest scale, and they explode at 
comparatively low temperatures and in widely varying concentrations. In 


order to avoid the formation of a static charge it is imperative that all theatre 
appliances and personnel should be ‘earthed’ by efficient chains and by 
conducting-rubber wheels and boots. It is probable that explosions are more 
liable to occur in very dry weather and possibly in theatres in which the 
atmosphere is rendered dry by shutting off in separate rooms all sources of 
steam. The suggestion is put forward that theatres should not be allowed to 
become perfectly dry, and that frequent wet-mopping of the floors and the 
presence of a small sterilizer on the instrument table are safeguards. 

Should an explosion occur, removal of the patient from the room and 
extinguishing the fire are obvious steps. Unfortunately, it has to be borne 
in mind that the internal damage to the patient may be more severe than at 
first appears likely. 

CONCLUSION 

In this review of anesthetic emergencies no effort has been made to describe 
those of cyclopropane, of d-tubocurarine and other relaxants, or of some 
other well-known agents, but it is considered that space must limit this 
discussion to suggestions concerning some of the more common problems 
which may have to be faced by the anzsthetist. 























EMERGENCY SURGERY IN THE EARLY 
TREATMENT OF BURNS AND SCALDS 


By PATRICK CLARKSON, M.B.E., M.B., F.R.C.S. 


Casualty Surgeon, Guy’s Hospital; Plastic Surgeon, Basingstoke Plastic and 
Faw Unit, and Royal Northern Hospital. 


Tuis article is primarily concerned with the indications for early surgical 
intervention in burned and scalded patients. It includes a synopsis of the 
early general measures currently adopted to support the circulation and 
thus maintain life, and of current methods of primary local care. The con- 
cept of a burn as a disease which is terminated by excision of the affected 
area is an attractive one, although this course is practical for only a minority 
of deep burns. In small localized burns, such as are often seen in epileptics, 
a primary excision can be of great value; but I am not concerned here with 
the method as an indication for early surgery on the grounds of quick 
healing alone. I propose to discuss certain other indications for early surgical 
intervention which have received less reference in recent works on the 
primary treatment of burns, i.e. (1) indications for tracheotomy; (2) indica- 
tions for decompression of limbs; (3) indications for excision of dead muscle ; 
(4) indications for primary repair of the upper eyelids, combined with 
tarsorraphy. 


INDICATIONS FOR TRACHEOTOMY 
The need for an early tracheotomy is not common, but eedema of the larynx 
and respiratory obstruction occur occasionally in burns which affect the 
face and neck. It is more likely to be present when steam rather than hot 
air has been inhaled: similarly, heat effects on the respiratory passages 
below the larynx are rare after hot air but not uncommon when steam has 
been inhaled. The heat content of steam per unit mass is 40 to 50 times that of 
hot air at the same temperature. For this reason, when steam has been the 
cause of the injury a sloughing tracheobronchitis and pneumonia are more 
likely to be present. (This does not mean that tracheotomy is unnecessary 
for these patients.) There may be additional causes of pulmonary damage 
when buildings catch fire. In the Cocoanut Grove Disaster in Boston in 
1942, a toxic oxide of nitrogen present in the hot air caused attacks of acute 
pulmonary edema and added greatly to the respiratory distress of these 
patients. (In one group 3 out of 18 patients, for whom tracheotomies had 
to be performed, died.) 

I believe that the early indications for a short circuit of the airway of a 
burnt patient are burns of the face and neck when there is difficulty of 
respiration associated with scorching of the palate and of the buccal mucosa, 
particularly if there is also subcutaneous eedema of the neck. It is not 
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necessary to wait for marked respiratory stridor or intercostal retraction. 
The operation should be a high tracheotomy, not a laryngotomy, as the 
tube may have to be left in for some days. It should be done under local 


analgesia. 
The relief which a tracheotomy produces in a desperately ill and distressed 


eens 


| 


(a) 

Fic. 1.—Tracheotomy in burns of the face and neck. (a) This patient was exposed to 
compressed steam and suffered superficial burns of 50 per cent. of the body surface. 
He was admitted with severe respiratory embarrassment, in acute distress and with 
profuse moist sounds in the lungs. There was scorching of the palate and buccal 
mucosa. The tracheotomy performed by Mr. Ticehurst produced immediate relief of 
his restlessness and distress. He died some twelve hours later. The post-mortem 
specimen (b) shows the scorching and edema of the larynx, the sloughing tracheo- 
bronchitis, and septic pneumonia. Tracheotomy did not avert death in this case but it 
did achieve its object of prolonging life and relieving acute symptoms and distress. It is 
possible to apply suction through the tube and relieve symptoms due to broncho- 
pneumonia. 





patient burned about the face and neck can be dramatic. This is also the 
case when steam or other agents have caused extensive pathological effects 
in the lungs and trachea, particularly if trachea and bronchi are sucked out 
through the tracheotomy tube. The case illustrated in figures 1a and 1b, in 
which Mr. Ticehurst did a tracheotomy, was a good example of this. 

This man was admitted with a 50 per cent. Body Surface Burn (B.S.B.) due to 
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compressed steam. He was restless, acutely distressed, and with gross respiratory 
difficulty, associated with much phlegm and moist sounds in the chest. Examination 
showed some blistering of the buccal and palatal mucosa. This, together with his 
respiratory difficulty, was considered adequate grounds for a tracheotomy which, 


when done, immediately relieved 
the most distressing of his symp- 
toms, rendered him tranquil, and 
postponed death for some hours. 
DECOMPRESSION OF 
LIMBS WITH DEEP 
SLOUGHS 

The sloughs produced by heat 
sufficient to coagulate not only 
the skin but the subcutaneous 
tissues, are dry, inelastic and 
resemble ‘pork crackling’. Such 
sloughs are most often seen in 
electric burns or in epileptics 
who have fallen unconscious 
into fires. If a thick dry slough 
encircles more than one-third to 
one-half of the circumference of 
an arm or leg, it can act as a 
tourniquet and the viability of 
the distal limb can be im- 
perilled. It is not perhaps 
widely appreciated that this 
tourniquet effect can happen 
without the application of tannic 
acid or other coagulant to the 
burnt area. The deep burn 
causes a progressive cedema of 
the underlying structures in the 
limb. The rigid non-expandable 
slough which encircles the limb 
then acts as a _ progressive 
tourniquet over the first two 
weeks, 

I have in the last two years seen 


two cases in which this grave com- 
plication occurred, and a hand 
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Fic. 2.—Decompression of deep sloughs acting as 


tourniquets on limbs. This photograph illustrates 
a deep electric burn which encircled the wrist 
and caused heat coagulation of fat and tendons 
as well as skin. Other parts of the hand were 
affected; and it is possible that radial and ulnar 
arteries suffered primary thrombosis. But the 
hand as a whole was viable until the end of the 
second week when it became gangrenous and 
had to be amputated. It is by no means certain 
that early decompression (by excision or incision 
of the circular ‘tourniquet’ sloughs) would have 
saved this hand; but I believe surgical decom- 
pression should be done for such cases early in 
the first week. 


which was living during the first week became non-viable in the second. One of 
these cases was an electric burn in which the slough of the forearm above the wrist 
affected most of the circumference of the limb for about 3 inches (fig. 2). 

The other was a burn in an epileptic who fell into the fire. His pork crackling 
slough extended from axilla to wrist. It was treated by simple exposure. By the 
second week it was of board-like rigidity, certainly as hard as any tannic acid 
coagulation which I have seen or felt. At about the end of the second week a pro- 
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gressive thrombosis of the remaining blood vessels supplying the hand occurred 
and resulted in its loss. 
Fig. 3 is an electric burn in the hand of an infant less than twelve months of 
age. There is a thick slough across half the circumference of the wrist and over 
some of the fingers. Treatment was 
by immediate excision of the 
sloughs and replacement by a 
medium thickness dermatome graft. 
This gave quick relief to the hand 
cedema and early healing with good 
function. 

Decompression of tissues 
constricted by tourniquet-like 
sloughs may be by excision or, 
if the burn is extensive, by 
two or more longitudinal in- 
cisions through the whole 
length of the affected area and 
into the deep fascia. In cases of 
the type which I have described 
the time of the surgical inter- 
vention is not of the greatest 
urgency, but I believe it is best 
done within the first three or 
four days after the burn. 

There is another type of 
burn which I believe also to be 
in need of an early decom- 
pression by excision of the 
circumferential non-expandable 
dermal sloughs, if the finger-tips 

Fic. 3.—Decompression of electric burns of wrist Recall b 
and fingers. The photograph shows the hand ot are to be os ed. I refer to are 
an infant who suffered deep burns of the fingers cumferential radiation burns of 
and of half of the circumference of the wrist by ‘ eat » Bee at Ae 
contact with an unguarded electric fire. Decom- the fingers. A late loss of distal 
pression by primary excision of sloughs and parts of the digits is sometimes 
medium thickness dermatome graft replace- _ : a " atten 
ments was done early in the first week. There seen im these deep radiation 
was immediate relief of the handadema. Healing burns and might be avoided if 
was complete, with good function at three weeks. the tight fingerstall-like sloughs 


of dead skin were excised early and replaced by flaps. 


EXCISION OF HEAT-COAGULATED MUSCLI 
I am not here concerned with the well-known late effects on the kidney of 
an early prolonged fall in blood pressure such as is seen in extensive super- 
ficial burns which do not respond to treatment. ‘he lower nephron syn- 
drome, caused by low blood pressure, impaired blood flow through the 
kidneys and hemolysis in the early phases of a burn, is likely to be fatal 
towards the end of the first, or early in the second, week. It is possible that 
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renal failure about this time can also be caused by relatively small deep 


burns in which muscles have 
been heat-coagulated and have 
been left in situ. The effect of 
products from such dead 
muscle on the kidneys when 
venous and lymphatic path- 
ways are intact can, I believe, 
be comparable in the causing 
of uremia to those produced by 
contused muscle in the ‘crush 
syndrome’ described by 
Bywaters and Balsey. I have 
seen one such case of heat- 
coagulated muscle and have 
knowledge of one other in 
which death from uremia oc- 
curred in the second week. ‘The 
burns to which I refer are those 
generally seen in epileptics and 
others unconscious or trapped 
when in contact with flames. The 
history and the pork crackling 
appearance indicate the possibil- 
ity that muscles have been heat- 
coagulated. In such deep burns 
(fig. 4), 1 therefore believe that 
the primary local treatment 
should include an early examin- 
ation by incision and exposure of 
the potentially affected muscles, 
and then the removal of all 
muscle seen to be opaque, non- 
contractile and non-bleeding*. 
When the whole of the limb is 
manifestly charred, the need for 
removal is less urgent, as the 
venous and lymphatic channels 
are also coagulated, but am- 
putation is best done on the 
first occasion that the pat- 
ient is fit to stand this opera- 
tion. 





Fic. 4.—Heat-coagulated muscle. This appearance 
in a burn is in my opinion an indication for very 
early exploration and excision of all dead 
muscle (or amputation) if renal damage which 
may lead to uremia is to be avoided. 





*I am indebted to Dr. E. G. L. Bywaters for the opinion (personal communication) 
that such an excision to be effective should be done within an hour of the burn. 
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PRIMARY UPPER LID REPAIR AND TARSORRAPHY 

The risk of a dry cornea, and hence corneal ulceration with possible loss of 
eye and vision, is greater when the upper lid is affected and retracted than 
is the case in the lower lid burns. This fact is perhaps best illustrated by 
the relatively high incidence of corneal ulceration seen in patients who have 
suffered avulsion of the scalp. The whole forehead and upper lids of these 
patients may be intact, but the strong scar pull from the region of the vertex 
is often sufficient to cause enough retraction of the upper lid to result in a 
dry cornea and corneal ulceration: per contra, when the whole lower lid is 
excised and not repaired, as it may be in the treatment of rodent ulcer in 
elderly patients, an intact upper lid almost always keeps the cornea moist. 
It is because of the importance of the upper lid as a cover of the cornea 
that deep burns causing a dry leathery retracted slough of the upper lid 
should be excised promptly and replaced by a free graft. At the same time 
a tarsorraphy is done if continued pull from the surrounding burned areas 
may be expected on the repaired upper lid. If both upper and lower lids 
are affected by the burn, the upper lid should be repaired first. A dry cornea 
is unusual in burns of the lower lid so long as the upper one is intact or 
has been completely repaired. The time for the operation for repair of deep 
burns of the upper lid is at the first moment when retraction and a dry 
cornea are observed, provided the condition of the patient permits it. There 
is particular urgency for the repair, plus a tarsorraphy, if for any reason 
there is an associated anzsthesia of the cornea. 


SYNOPSIS OF PRINCIPLES OF EARLY GENERAL 

TREATMENT OF BURNS 
Fluids.—The basis of the early general treatment is the restoration of the 
calculated extravascular loss into the tissues of colloids, electrolytes, and 
fluids. The amount of loss is proportionate to the percentage body surface 
burnt. In practice it is wise, whatever the clinical state, to give forthwith 
intravenous therapy to all adults with burns involving 20 per cent. of the 
body surface or more and to all children with burns of 10 per cent. or more. 
There should be no hesitation in cutting down on the long saphenous vein 
at the ankle under local anzsthesia, and if necessary through burnt skin. 
If the vein is coagulated the other leg above the burn or in the groin must 
be tried. It is a matter of urgency to all children, and all adults over fifty, 
with 10 to 20 per cent. or more B.S.B. to get the drip started within the 
first hour. 

The ideal intravenous fluids are plasma and blood—three of dried plasma 
(restored with normal saline) to one of fresh blood. Blood is desirable 
because there is a primary heat hemolysis in extensive burns which needs 
correction; and there is evidence to support the view that early blood trans- 
fusion prevents some of the late anemia. These intravenous colloid and 
electrolyte fluids are supported by as much fluid by mouth as the patient 
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will take, unless vomiting is present or an anzsthetic is going to be necessary 
within two hours. 

A useful formula (for the calculation of the amount required by the indi- 
vidual case) is: 2 to 3 ml. per 1 per cent. B.S.B. per 1 kg. of weight, of both 
colloid and of electrolyte solution; plus 2000 ml. of water by mouth. The 
upper limit which must not be exceeded is 3000 ml. of each solution. 
These amounts may be given on each of the first two days. A simpler but 
more approximate guide is the bottle index chart (see fig. 5). This chart 
equates areas of the body to the numbers of reconstituted dried plasma 
bottles needed. Thus the whole of the back, which equals about 20 per 
cent. of the body surface, is an indication for 5 bottles (2000 ml.) of dried 
plasma in saline. It is best to give half the calculated amouit in the first 
eight hours and the rest in the next sixteen hours. An equal amount may 
be repeated on the second day. These intravenous fluids should not be given 
rigidly, as indicated by the formula or the chart. Amount and rate must 
be influenced by the individual response. The three most reliable clinical 
guides to the need of fluids are: the blood pressure which should be main- 
tained at 100 mm. Hg or more; the hemoglobin percentage, which should 
be maintained below 105 per cent.; and the urinary output, which should 
be maintained at 20 ml. per hour at least (this means that an indwelling 
catheter is necessary for most severe burns). Whatever amount is given in 
the first two days it is very important, if pulmonary edema is to be pre- 
vented, to restrict intravenous fluids sharply after the second day. 

Fluids should be given freely by mouth. Warm sweet tea is best. The 
only contraindications are vomiting, and the need to operate under general 
anzsthesia within two hours. 

Children of five to ten years are given half the amount indicated in the 
chart for adults, and under two years one-quarter this amount is given. 

Plasma substitutes——Any of the plasma substitutes (plasmosan, gum, 
dextran, gelatin) may be used, bottle for bottle of plasma. But plasma is 
best when available. If dextran is used, blood should first be taken for future 
use in grouping in case blood transfusions may be necessary later. 

Morphine.—This should be given immediately if any pain is present (as 
it generally is in early stages): } to $ grain (22 to 32 mg.) is given to adults 
or its equivalent of omnopon. 

Antibiotics —These are best given systemically and when the patient is 
first seen 250,000 to 500,000 units of procaine penicillin is a suitable dose. 

ACTH and cortisone have proved not only disappointing but dangerous 
in use in the early stages of burns. The great majority of burnt patients, 
as indicated by their fall in eosinophils and their ketosteroid output, show 
an adequate pituitary-adrenal response on their own in the first few days. 
Cortisone may initiate intestinal hemorrhage, and perforation, awake 
dormant tuberculous foci, and have other adverse effects when given early 
in full dosage. 
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Transport.—The policy should be to get severely burned patients in one 
stage to a hospital that can keep them and give them full services for at 
least two weeks. Journeys of one to two hours, even for the most severe 
cases, are justifiable with this in view, provided an intravenous drip is 
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LOWER LIMBS=LESS THAN 20% 858 = 5 BOTTLES 
UPPER LIMBS =LESS THAN 10% 8S8 = 2 BOTTLES 
FACE & NECK =LESS THAN 10% 858 = 2 BOTTLES 


Fic. 5.—Bottle index chart. In the above chart different body areas are equated to the 
intravenous needs of burnt adults for colloid and electrolyte fluids. When the ‘bottle 
index’ is 4 or more the appropriate number of 500 ml. bottles of dried plasma recon- 
stituted in normal saline (or of plasma substitute) are given intravenously. Half is given 
in the first eight hours, the rest in the next sixteen hours. This can be repeated next 
day, but after the second day intravenous fluids must be severely restricted. Half the 
amount is given to children of five to ten years, and one-quarter to children of under 
two years. 

(The chart is based on one published by the Ministry of Health) 


running during the journey. It is particularly important in children with 
10 per cent. or more B.S.B. that the intravenous therapy should precede 


any operative treatment, and for the intravenous drip to be started before 
they are taken by ambulance on any journey of more than half to one hour. 


ANAESTHESIA 
The local primary treatment about to be described can in many cases be 
done without general anesthesia. This will not always be possible in children 
or in adults in whom there is gross soiling of the burned area and for whom 
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vigorous lavage of the burn is necessary (as when greasy dressings have been 
applied as first aid, or the burn has been caused by hot tar or fat). In these 
cases pentothal is used. When the larynx is affected, a tracheotomy should 
first be done under local anesthesia, and as much inhalation anzsthesia as is 
necessary later given through the tracheotomy tube. Occasionally a burnt 
patient is trapped in a collapsed building and an anzsthetic must be given 
to extricate him. The practitioner called to such a contingency should go 
armed with a chloroform bottle. 


SYNOPSIS OF EARLY LOCAL TREATMENT 
The object of local treatment is the prophylaxis of infection; this is combined 
occasionally with decompression of deep sloughs acting as tourniquets on 
limbs, and with the excision of dead muscle acting as a source of renal toxins. 

First aid.—The affected part should be covered with a clean absorbent 
towel or with sheets supported by towels. When the burned area is covered 
by towel or sheets, blankets may be applied outside these. 

Early definitive treatment is best preceded by a thorough lavage with 
I per cent. ‘cetrimide’ (stored in solutions not stronger than 2 per cent. and 
in screw-topped bottles). This gentle lavage extends well beyond the burnt 
area. Dirt and grease are removed, but no attempt is made to puncture 
blisters, except those on the palm or front of the fingers, which are best 
pricked and decompressed. 

Minor burns.—In local burns, the pain, if acute, may be arrested by 
lavage under a running cold tap. Any bland sterile ointment applied on a 
dressing (too thick to become soaked through) is suitable. My own pre- 
ference is for cetrimide cream applied thickly and well beyond the burned 
area. Antihistamine creams combined with a detergent are valuable. They 
give a local analgesic effect and may also limit erythema and blister forma- 
tion. 

The face-—Burns of the face are probably best treated by simple exposure 
without a cover by dressings or ointments. A water-soluble base should be 
smeared on the nostrils, eyelids and lids. 

The hands.—After a thorough toilet with 1 per cent. cetrimide (with 
attention to nails) the burned area is covered generously with 1 per cent. 
cetrimide cream, and the hand is supported on plenty of gauze in the 
position of function with the wrist extended. Gentle active movements of 
the fingers are encouraged from the third day. The dressing is changed 
when soaked, slipped or smelly, or in the presence of pain or fever. It is 
otherwise left for ten days, when most burns are either healed or ready for 
grafting. 

Other areas.—In children, burns of the perineum, buttocks, groins and 
upper thighs are best treated by simple exposure after a cetrimide toilet 
(with the upper limbs supported in gallows splints). 

Burns of the other areas are treated by cetrimide lavage, cetrimide cream 
and absorbent dressings (as for the hands). 








DR. RADCLIFFE AND HIS ROYAL PATIENTS 


By IVO GEIKIE-COBB, M.D. 


JouNn Rapciirre, who was destined to become one of the outstanding 
physicians of the latter part of the 17th century and the first few years of 
the 18th, was born in Wakefield in 1650, the son of George Radcliffe and 
his wife, formerly Anne Leader. At the early age of fifteen he entered 
University College, Oxford, and obtained the degree of Bachelor of Arts 
on October 29, 1669. Elected to a fellowship of Lincoln College, he took his 
Master of Arts degree on June 7, 1672. He then began to study medicine 
but, we are told, in an irregular and superficial manner. He studied the 
writings of Dr. Thomas Willis, but read little besides. On July 1, 1675, he 
took the degree of Bachelor of Medicine. Dr. Marshall, then rector of 
Lincoln College, opposed his application for a faculty place (this would 
have acted as a dispensation from taking holy orders) due, perhaps, to ‘some 
Witticisms pointed at the rector’, and thereupon Radcliffe resigned his 
fellowship, and confined himself to the practice of medicine in Oxford. On 
July 5, 1682, he took the degree of doctor of medicine, and in 1684 removed 
his practice to London and settled in Bow Street, Covent Garden. 

Owing to the disfavour into which Dr. Lower had fallen in consequence 
of his Whig leanings, and the death of Dr. Short in 1685, Radcliffe soon 
gained a large and lucrative practice. 


RADCLIFFE THE MAN 

And what of the character of this man who was so eminent in his profession 
that he attended William III, Queen Mary, Queen Anne, and her son 
William, Duke of Gloucester? Curiously enough, in view of the great success 
he achieved, it was rugged in the extreme. He had no suave manners, and 
took no pains to cultivate them. He said just what he was thinking, and 
what he was thinking generally depended upon how he felt. He was apt to 
jest at most unsuitable times and to speak the crude truth however painful 
this might be to the patient. Not even a royal personage was spared his 
ill-timed remarks; and there are in existence several instances of his rudeness 
to royalty. 

Where, then, lay his power to acquire the best practice in fashionable 
London? The answer seems to be that he had a remarkable power of fore- 
telling the outcome of an illness. Few of his patients can really have liked 
him, but they trusted his judgment and sent for him even though some 
would doubtless have preferred a more sympathetic doctor. On the other 
hand he had ‘a vigorous and decisive method of practice, as well as pleasantry 
and ready wit, many, it is said, feigning themselves ill, for the pleasure 
of having a few minutes’ conversation with the facetious doctor’. 

Radcliffe was appointed physician to the Princess Anne, before he was 
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elected a Fellow of the College of Physicians in 1687. Later he lost Anne’s 
favour, and when she came to the throne she could not be persuaded to 
consult him, in spite of the entreaties of Lord Godolphin. 

‘His practice increased and there were few families of any note that had not at some 
time or other recourse to his skill and advice. I began now to consider how his 
superiority over his rivals was to be explained, whence arose the great confidence 
reposed in him by his patients; to what, in fine, his eminent success was to be 
attributed. It was clear, his erudition had nothing to do with it; but though there 
was something rude in the manner in which he frequently disparaged the practices 
of others, yet it could not be denied that his general good sense and practical know- 
ledge of the world distinguished him from all his competitors . . . it was the confident 
tone in which he frequently predicted the issue of diseases, a quality which he 
possessed in an eminent degree, and often exercised with great success, that chiefly 
gave a decided advantage to Radcliffe over his rivals in practice.’ 

At the age of sixty Radcliffe is thus described: ‘He had an elevated forehead, 
hazel eyes, cheeks telling of the good cheer of former days, if anything, a little too 
ruddy, a double chin, a well-formed nose, and a mouth round which generally 
played an agreeable smile’.* 

Such was Radcliffe at the height of his fame. He had lived well, and in 
later life perhaps a shade too well. Macaulay tells us that ‘Doctor John 
Radcliffe, who, in the year 1685, rose to the largest practice in London, 
came daily, at the hour when the Exchange was full, from his house in Bow 
Street, then a fashionable part of the capital, to Garroway’s, and was to be 
found, surrounded by surgeons and apothecaries, at a particular table’. 
There was a custom in those days, whereby apothecaries came to the coffee- 
houses to meet and ask the advice of distinguished physicians, such as 
Radcliffe and Mead, on diagnosis and treatment. For this advice they paid 
half-a-guinea. 

Radcliffe’s habit of heavy drinking led to an unfortunate episode. Not 
long after the Queen’s death, Princess Anne sent for Radcliffe. He was 
dining at the time and had been drinking freely. He sent a message promising 
to come to St. James’s, but remained drinking. As the Princess grew worse 
another messenger was dispatched. Radcliffe ‘swore by his Maker that her 
Highness’s distemper was nothing but the vapours, and that she was in as 
good a state of health as any woman breathing, could she but believe it’. 
This affront was more than royalty could stomach, and on his next appear- 
ance at Court he was stopped in the antechamber and told that the princess 
had no longer any occasion for his services. 


RADCLIFFE THE PHYSICIAN 
Radcliffe succeeded in inspiring his patients with such faith in his prescience 
that, to quote one instance, although Anne would never consult him again 
for herself, yet when her husband, George of Denmark, was lying gravely 
ill, she sent for Radcliffe, who at once declared the case to be hopeless. In 
this he proved to be right. 





*These two extracts, and other information, are from a rare edition of “The 
Gold-Headed Cane’, kindly lent to me by Dr. Maurice Davidson. 
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His skill in prognosis sometimes approached the uncanny. He told King 
William in 1699 that no physic could prolong his life for more than three 
or four years. He was correct in this, the King dying in 1702. Another 
instance of his skill in foretelling the future reads more akin to necromancy 

than to medical 
science. The Duke of 
Beaufort was seriously 
ill at Badminton and 
a messenger was sent 
asking Dr. Radcliffe 
to come at once. Rad- 
cliffe replied that it 
was unnecessary for 
him to visit the Duke 
as he had died at a 
certain hour (which he 
mentioned) on the 
previous day. On re- 
turning to Badminton, 
the servant was aston- 
ished to discover that 
his master had indeed 
died at that precise 
time. 

No doubt when 
such examples of his 
powers were freely 
discussed Radcliffe 
came to be regarded 
as possessing gifts not 
bestowed on his pro- 
fessional brethren. 
There may, indeed, 
have been an asset as 
well as a disadvantage 
in his forthrightness, 

Picture Post Library for it is a well recog- 
nized fact that some 
people, even royal personages, respect the man who stands by his opinion. 
Dr. Robert Keate once experienced this, when he was summoned to see 
Queen Adelaide. He sensed that she would rather see him without the 
King. The following dialogue then ensued :— 
‘Will your Majesty be kind enough to leave the room?’ 


John Radcliffe, M.D. 














412 THE PRACTITIONER 


‘Keate,’ said he, ‘I’m hanged if I go.’ 

I looked at him for a moment; then I said quietly, but firmly, 

“Then, your Majesty, I will be hanged if I stay!’ 

When I got to the door of the apartment, the King called me back. 

‘Keate,’ said he, ‘I believe you’re right; I’ll retire. You doctors can do anything, 
but if a Prime Minister or a Lord Chancellor had presumed to order me out of the 
room, the next day I should have had to address his successor.’ 


Radcliffe was so busy that patients were turned away from his door, so 
it may be assumed that he lost nothing by his manner. 

Dr. Arbuthnot, in his ‘History of John Bull’, records an occasion when Radcliffe 
was called in to John Bull’s mother, who ‘fell ill with an odd sort of distemper’. 
As usual the doctors quarrelled, one maintaining that the patient was hysterical. 
*“T tell you, Sir,” says Radcliffe, “‘she cannot live three days to an end, unless there 
is some very effectual course taken with her.” Then fool, puppy, and blockhead 
were the best words they gave. I could hardly restrain them from throwing the ink- 
bottles at one another’s heads.’ 


Since those lively days medical consultations have certainly become 
more staid. It may seem strange that professional men could thus disport 
themselves, but it should be remembered that they were almost entirely 
dependent upon opinions formed with few facts to support them, and little 
evidence to bring forward in support of their diagnoses. Radcliffe was 
unquestionably more quarrelsome than his contemporaries, and less able 
to brook contradiction. 

Such was the man who attended royalty and, it seems, most of the 
important people who surrounded them. Whatever failings he possessed, 
a lack of frankness was certainly not one. ‘As a young practitioner (he said) 
I possessed twenty remedies for every disease, and at the close of my career 
I found twenty diseases for which I had not one remedy’. His riches were 
not acquired without some set-backs. In 1692, he lost {5000 by investing 
this sum in a ship to the East Indies which was captured by the enemy. 
Radcliffe was at the Bull’s Head Tavern in Clare market when the news of 
his loss reached him. He showed no dismay, merely asking his companions 
‘not to interrupt the circulation of the glass, for he had no more to do but 
go up so many pairs of stairs, to make himself whole again’. 


QUEEN ANNE 
The part he is alleged to have played in Queen Anne’s last illness caused 
him considerable distress. The Queen was taken ill after a long and conten- 
tious meeting of the Council on April 27, 1714, which continued until 
2 a.m. According to her physician, Arbuthnot, this meeting shortened her 
life. ‘I believe [he says] sleep was never more welcome to a weary traveller 
than death was to her’. According to some documents among the Sloane 
MSS in the British Museum, the Queen’s illness dates from December 1713. 
But the final phase clearly began after this stormy meeting, when the 
succession to the throne was in question. As usual, the diagnosis was in 
doubt: ‘gout in the stomach’ vied with ‘an inflammatory fever’; Jesuit’s 
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bark was administered for ‘an ague’; even St. Anthony’s fire was thought 
to account for the pain in her thigh. A letter written by one of the Queen’s 
physicians repeatedly harps on the state of the pulse which, he says, ‘was 
plenus, durus, jerratilis et frequens’. Radcliffe’s part in the fatal illness of 
the Queen is subject to dispute. The rumour was current that he was sum- 
moned by the Privy Council but refused to come through animosity at 
her treatment of him in the past. According to another account, ‘Mrs. 
Masham, about two hours before the Queen died, took upon herself the 
responsibility of calling in the aid of Radcliffe, without consulting either 
the lords of the Council or the other physicians’. At the time Radcliffe was 
ill at Carshalton, but he is said to have told the messenger that had the 
Queen expressed the slightest wish on the subject, ill as he was, he would 
immediately have proceeded to London. ‘I know the nature of attending 
crowned heads in their last moments too well to be fond of waiting on them, 
without being sent for by a proper authority’, he wrote a few days afterwards. 

Whatever the truth at the time, Radcliffe was widely thought to have 
behaved in a callous manner: and, according to the Book of Days, ‘durst 
scarcely venture out of doors, as he was threatened with being pulled to 
pieces if ever he came to London’. Queen Anne died on August 1, 1714, 
three months before Radcliffe. 


KING WILLIAM III 
William Henry, Prince of Orange and Nassau, was born on November 4, 
1650, eight days after his father had died of smallpox. His mother was the 
daughter of Charles the First. William was therefore great-great grandson of 
Mary Queen of Scots and nephew of Charles the Second and James the 
Second. On his father’s side he was descended from four Princes of Orange, 
his father being the fourth to be elected to the high office of Stadtholder. He 
had always been delicate and an attack of smallpox in 1687 had further 
weakened him. An extraordinary remedy, it is said, was prescribed for 
William when he was suffering from this infection, his physician maintain- 
ing that ‘the disease was not rising properly’. It was to procure a young 
person who should lie nightly in the same bed as the prince. William 
Bentinck, later Earl of Portland, underwent this unpleasant, dangerous and 
quite ineffectual, ordeal, and was rewarded, as Sir William Temple tells 
us in his memoirs, by developing a severe attack himself from which he 
barely escaped with his life. This devotion to his master began the lifelong 
service to his Sovereign and led to the enormous wealth and honours which 
William showered on him once the English throne was his. This apparently 
cold and unemotional monarch hid under a mask the warm affections which 
glowed within him. He was devoted to his favourites and, though towards 
the latter part of his life he allowed Bentinck to be supplanted by 
Arnold Van Keppel, he never forgot the very real services which 
Bentinck had rendered him through so many years. As Macaulay says, 
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‘William, indeed, was not the man to discard an old friend for a new one’. 

It was in the autumn of 1689, when the King was in his fortieth year, that 
William III and Radcliffe first met. Radcliffe, who by this time had become 
well known, had just returned from visiting a patient in the country when 
an urgent message reached Bow Street, for him to see the King. He ordered 
his coach which, on important occasions, has been described as ‘a gay gilt 
chariot, drawn by fresh prancing horses, the coachman wearing a new 
cockade, and our lackeys looking with all the insolence of plenty in their 
countenances’. And the dress of a physician in those days matched his 
equipage. Distinctly foppish in appearance he usually wore a satin or velvet 
coat, a full-bottomed wig and small clothes of buckskin. His apparel 
included gloves, well-polished top boots, perhaps a muff, and he carried 
in his hand a cane with a gold-mounted knob or handle filled with aromatic 
oils to ward off infection. 

William was staying at Kensington House, which had formerly belonged 
to Lord Nottingham but had recently been purchased by the Crown. The 
house had been enlarged to accommodate the Court, for William disliked 
Westminster, believing that the fogs were injurious to his chest, and pre- 
ferring to spend his time in the purer air of Kensington village rather than 
reside in Westminster. The outside of the house scarcely gave the impres- 
sion of a palace, but looked more like the country house of a nobleman. It 
was approached by a drive lined with a double row of elm trees. 

When Radcliffe arrived he found William seated ina chair, breathing with 
difficulty, and when he spoke it was clear that it was only with an effort. 

‘Doctor [said the King], I have been persuaded to send for you. I have 
great confidence in my two body-physicians here, yet I have heard so much 
of your great skill, that I desire you will confer with Bidloo and Laurence 
whether some other plan might not be adopted. They have plied me so 
much with aperitives to open my stomach that I am greatly reduced: my 
condition is, I think, hazardous, unless you try other measures’. 

Dr. Radcliffe bowed deeply to His Majesty, then less deeply to the two 
doctors. Radcliffe noted the difficulty the King had in breathing and the 
cough which, from time to time, interrupted his words. ‘I must speak 
plainly, Your Majesty [he said]. You are in danger, of that I have no doubt. 
But if you will adhere to my prescriptions I will engage to do you good. 
The rheum is dripping on your lungs, and will be of fatal consequence to 
you, unless it be otherwise diverted’. 

On this, as on other occasions, Radcliffe took no pains to hide his poor 
opinion of the doctors and their treatment. Dr. Bidloo would have liked to 
reply in suitable terms, but the King in a somewhat surly tone requested 
the doctors to withdraw and consult in an adjoining chamber. The upshot 
was that medicines were prescribed to ‘promote the flow of saliva’. So 
successful was this treatment that the King recovered and successfully 
fought the battle of the Boyne on July 1 in the following year. 
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The next occasion of which there is a record of Radcliffe’s attendance 
on the King was on 
William’s return from 
abroad in 1697, after the 
treaty of Ryswick had been 
ratified. Except for attacks 
of asthma his health had 
been tolerably good in the 
meantime, but latterly 
difficulty in breathing had 
increased, and it was clear 
that his heart was feeling 
the strain of chronic bron- 
chitis. 

After William had re- 
tailed his symptoms the 
doctor examined him, and 
then bluntly gave his 
opinion in the following 
words: “Your juices are all 
vitiated, your whole mass 
of blood corrupted, and the 
nutriment for the most part 
turned to water; but [added 
the doctor] if Your Majesty 
will forbear making long 
visits to the Earl of Brad- 
ford (where, to tell the 
truth, the King was wont to drink very hard), I'll engage to make you live 
three or four years longer; but beyond that time no physic can protract Your 
Majesty’s existence’. 

In 1699, on William’s return from Holland, Dr. Radcliffe was again 
summoned. He found the King to be suffering from dropsy. 

“What think you of these?’ William asked, showing his swollen ankles. 

“Why, truly, [Radcliffe remarked] I would not have Your Majesty’s two 
legs for your three kingdoms’. 


Picture Post Library 
William, Prince of Orange, as a young man. 


SOME OTHER ROYAL PATIENTS 
It is small wonder that this unfeeling rejoinder should have terminated 
Radcliffe’s attendance on the King, although William continued to use 
Radcliffe’s prescriptions. Other Royal personages, however, availed them- 
selves of his services. In the same year he was called in to the little Duke of 
Gloucester—born in 1689—the only one of Anne’s seventeen children who 
reached the age of eleven. He had complained of headache, and a doctor 

















416 THE PRACTITIONER 


who examined him found the throat to be inflamed. He was bled four 
ounces which relieved him, and on the next day Dr. Radcliffe, accompanied 
by Dr. Gibbons (who was reputed to make a thousand a year from patients 
who could not gain admission to the more famous physician) visited the 
little Duke. Radcliffe diagnosed smallpox, Gibbon contented himself with 
the safer diagnosis of ‘a spotted fever’. In Bishop Burnet’s account the illness 
is referred to as ‘a malignant fever’. 

Whatever the correct diagnosis—and smallpox seems the most likely— 
we possess a graphic account of how Dr. Radcliffe conducted himself on 
this occasion. He at once pronounced the case to be hopeless and proceeded 
to abuse the two physicians who were in attendance, saying to one that ‘it 
would have been happy for the nation had he been bred up a basketmaker’ 
(which was his father’s occupation), and to the second that he should have 
‘continued making a havoc of nouns and pronouns in the quality of a 
country schoolmaster, rather than ventured out of his reach, in the practice 
of an art which he was an utter stranger to, and for which he ought to have 
been whipped with one of his own rods’. 

In 1694, Radcliffe had been summoned to see Queen Mary, who had 
developed smallpox. He looked at the prescriptions her physicians had 
ordered, then remarked that ‘Her Majesty was a dead woman, for it was 
impossible to do any good in her case where the remedies were given that 
were so contrary to the nature of the distemper: yet he would do all that 
lay in him to give her ease’. Radcliffe was criticized by Archbishop Tenison 
after her death, on December 25, 1694, for diagnosing measles and for 
refusing to allow ‘some suitable evacuations’; but according to Bishop 
Burnet, ‘On Christmas day the smallpox sank so entirely, and the Queen 
felt herself so well upon it, that it was for a while concluded that she had 
measles, and that the danger was over. This hope was ill-grounded and of 
a short continuance, for before night all was sadly changed. It appeared 
that the smallpox was now so sunk that there was no hope of raising them’. 

The Archbishop also reported that the Queen, when he had visited her 
during her illness, had asked him to look behind the screen for ‘Dr. Radcliffe 
has put a popish nurse upon me, and she is always listening to what is said 
about me; that woman is a great disturbance to me’. Clearly the Arch- 
bishop was no admirer of Radcliffe, who certainly had no ulterior motive 
in supplying the Queen with a nurse of the Romish faith. He, himself, had 
been urged by the Court chaplains during the reign of James II to change 
his religion and become a papist, but had stoutly refused. As to his alleged 
failure to diagnose smallpox, it may be assumed from Bishop Burnet’s 
account that the rash was atypical and that the disease did not run a typical 
course. 

No doubt, Radcliffe had many enemies. A man with his habit of speaking 
his mind must give offence where another with better manners will leave a 
good impression when he leaves. An example of Radcliffe’s cantankerousness 
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is furnished by the incident of the garden door. The doctor’s house in Bow 
Street backed on to that of Sir Godfrey Kneller in the Piazza, Covent 
Garden. His was a character very different from Radcliffe’s. Whereas the 
doctor was impatient of criticism, apt to be flippant when a serious opinion 
was wanted, and rude when contradicted, Kneller was easy-going, kind, 
tolerant and good-natured. He was very fond of flowers and his garden was 
his pride. The painter allowed the physician to have a door into his garden, 
but the doctor’s servants treated Kneller’s garden with so little respect and 
wrought such havoc among his flowers that the painter sent a message to 
his neighbour that he must brick up the door. Radcliffe replied rudely that 
‘he may do anything with it but paint it’. Unwilling to give this message, 
but on his Master’s insisting, the footman repeated what Radcliffe had 
said. ‘Did my very good friend, Dr. Radcliffe, say so?’ cried Sir Godfrey: 
‘go you back to him, and, after presenting my service to him, tell him that 
I can take anything from him but physic’. 


CONCLUSION 
Dr. Radcliffe became a very wealthy man and, although unlike Dr. Mead, 
his successor, he spent nothing on books or pictures, he lived well at a time 
when this was not only possible but easy. He received large fees—very large 
on some occasions. For curing two of the King’s attendants he was given 
five hundred guineas. When the Earl of Albemarle, who was commanding 
the army abroad, was taken ill, Radcliffe was summoned and his treatment 


was successful. For this, the King gave him £1,200, and Lord Albemarle four 
hundred guineas and a diamond ring. When the young Duke of Gloucester 
was taken ill with fainting attacks, Radcliffe prescribed successfully and 
was given a fee of a thousand guineas. “The liberality of my patients,’ he once 
said in a conversation with Mead, ‘enabled me to live and act in a generous 
manner. My fees were good: of which you may form some notion when I 
mention, that to go from Bloomsbury Square to Bow, I received five 
guineas’. 

Radcliffe never married, although at one time, according to the ‘Gold- 
headed Cane’, he contemplated married life. The lady.was twenty-four 
years of age, the only child of a wealthy citizen. The affair progressed 
sufficiently for the financial aspect to be arranged. A dowry of £15,000 was 
to be paid down, and she was to have the residue of her father’s estate at 
his death. Something—we are not told in so many words what—must have 
gone amiss, for Radcliffe, returning home one night ‘obviously much dis- 
composed’ clearly had discovered an obstacle to his wedding, for he was 
heard to remark, ‘Mrs. Mary is a very deserving gentlewoman, no doubt; 
but her father must pardon me if I think her by no means fit to be my 
wife, since she is or ought to be another man’s already’. 

‘Towards the end of his life he told Mead that he was recommending all 
his patients to him ‘as your merit and acquirements will ensure you success’, 
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He gave his gold-headed cane to Dr. Mead, who succeeded to his practice. 
‘I love you, Mead [he said], and I'll give you an infallible recipe for success 
in practice: use all mankind ill’. 

In the roll of the Royal College of Physicians of London, by Dr. Munk, 

the following testimonial to Dr. Radcliffe’s character :— 

‘He was steadfast in his friendships, was a liberal benefactor to many in poverty 
and distress, had a great respect for the clergy, and by his will evinced, as Oxford 
attests, a truly magnificent regard for the advancement of learning and science. He 
left his estate in Yorkshire to University College, in trust for the foundation of two 
medical travelling fellowships, and for the purchase of perpetual advowsons for the 
members of that college. He left also £5,000 for the enlargement of the buildings of 
University college, £40,000 for building a library, {150 per annum for the librarian, 
and {£100 per annum for the purchase of books. To St. Bartholomew’s hospital he 
bequeathed {£500 a year “towards mending their dyette, and further yearly summe 
of £100, for ever, for buying linnen”’. His estates in Buckinghamshire, Northamp- 
tonshire, and Surrey were left to his executors in trust for charitable purposes, as 
they should think best. The Radcliffe infirmary and observatory were built from 
these funds. And from the same fund the trustees voted £2,000 towards the building 
of our present College in Pall Mall East.’ 

On November 1, 1714, Dr. Radcliffe died as the result of an apoplexy. 
His body lay in state at his house until November 27, when it was removed 
to Oxford. He was buried in St. Mary’s church, and until about 1820 the 
situation of his grave was not very precisely known. However, on opening 
a grave near the supposed spot, a gold coffin-plate was discovered which 
bore the simple inscription :— 

John Radcliffe, M.D. 
Died November the ist, 1714, 
in the 65th year 
of his age. 

This was copied and engraved on the marble stone immediately over his 
place of burial. 





CURRENT THERAPEUTICS 


LII.—AM@GBICIDES 
By A. R. D. ADAMS, M.D., F.R.C.P., D.T.M. 

Physician for Tropical Diseases, Royal Liverpool United Hospital, Sefton 

General Hospital, and to the Childwall Hospital, Ministry of Pensions ; 

Physician in charge of Clinical Department, Liverpool School of Tropical 

Medicine; Senior Lecturer in Tropical Medicine, University of Liverpool; 

Consulting Physician to the Colonial Office. 

BeForE considering ameebicidal drugs, and the principles governing their 
selection in a specific case, it is pertinent to recapitulate some facts relating 
to the parasite, its life-cycle, and its habitat in the body. 


ENTAMGBA HISTOLYTICA 

Entameba histolytica is a protozoon which dwells in the human body only 
in the ameeboid state. The amebe normally dwell in one or other, or in 
both, of two locations in the large intestine: (a), they may live within the 
lumen of the large bowel on its mucosal surface; (b), they can penetrate 
into the mucosa and the submucosa, or even deeper into the tissues of the 
wall of the large bowel. In the former event they do not cause any lesions, 
and the host is free from any symptoms attributable to his infection; in the 
latter, dependent upon the number and extent of the resultant lesions, the 
patient suffers from a form of colitis which during exacerbations takes the 
form of acute or subacute attacks of dysentery. 

Ameebe escaping into feces within the lumen of the large intestine, when 
not rapidly excreted during diarrhea but when given time to do so, cease 
to multiply, cease to feed, round up, become inert, and secrete around them- 
selves a spherical protective envelope. ‘They are now cysts; it is in this form 
under such conditions that they are passed to the exterior in the formed 
stools to serve as the infective stage of the parasite. After internal develop- 
mental changes, if swallowed they can produce infection in other individuals. 
Cysts are never found in tissue, in ameebic abscesses, or even on the surface 
of lesions in the large bowel. 

It follows therefore that any treatment given to eradicate the infection of 
the large bowel must be directed against the amebe there, and it is quite 
pointless to consider treatment to destroy the harmless inert cysts which 
form in the stools, their presence there being merely indicative of the 
presence of an infection with amebe. This matter is one of importance and 
is worthy of stress in view of some statements in the literature in relation to 
the drug treatment of intestinal amebiasis. These statements assert that one 
drug is given to destroy the amoebe and another to destroy the cysts, it having 
been observed that the drug destroys the latter in vitro. It is by no means 
certain that any drug given by mouth destroys cysts within the lumen of the 
gut; it is much more probable that the parent ameebe would be destroyed by 
such a drug, and that it is their destruction which accounts for the dis- 


April 1952. Vol. 168 (419) 

















420 THE PRACTITIONER 


appearance of the cysts from the stools. No treatment at all is necessary to 
destroy the cysts; and indeed, if it were possible purposively to do so their 
destruction would have no influence on the parent infection. When the 
treatment stopped, further cysts would immediately reappear in the stools 
so long as the parent infection remained. 

In addition to intra-intestinal infections and infections of the large in- 
testine wall, extra-intestinal infections with the parasite may occur, but 
solely as a sequel to these. The extra-intestinal infections may arise as a 
result of a direct extension of the intestinal infection through the bowel wall 
to neighbouring structures, or by contamination around the perineum or 
around a fistulous opening, such as a colostomy opening. Or they may, and 
more commonly do, arise from carriage of ameebe in the portal circulation to 
the liver, with the formation of an ameebic liver abscess. Secondarily to this 
abscess further metastasis may, though it very rarely does, occur through the 
systemic circulation. An ameebic liver abscess steadily grows unless treated, 
and in due course will extend into neighbouring structures, the diaphragm 
and neighbouring pleura and lung being most commonly involved. 

It is thus evident that there are three main sites from which ameebe may 
have to be eradicated: primarily from the lumen of the large bowel and the 
wall of the large bowel, and secondarily from elsewhere in the body. 


EMETINE, CONESSINE AND CHLOROQUINE 

For an indeterminable period before Europeans entered South America 
ipecacuanaha was used there as a therapeutic agent in the treatment of 
dysentery. In due course it was introduced into Europe and elsewhere 
throughout the world, and it was at first employed empirically in the treat- 
ment of all forms of dysentery by virtue of its dramatic effect on some cases 
of the disease. Early in the nineteenth century an alkaloidal extract was 
isolated from ipecacuanaha and named emetine, in view of its known 
emetic effect; but subsequently this extract was found to be composed of a 
number of alkaloids of which that now known as emetine is the most im- 
portant. Early in the twentieth century the causal organism, E. histolytica, 
of the form of dysentery now known as ameebic dysentery, was discovered. 
‘The therapeutic specificity of ipecacuanaha, and especially of its principal 
alkaloid, emetine, in the rapid control of this disease was soon appreciated; 
emetine has since remained the most effective drug available for the clinical 
control of the disease and its complications, and there is no other drug which 
can equal it in this respect. 

Although emetine (1 grain [65 mg.] of the hydrochloride given daily, 
intramuscularly or subcutaneously, for not more than twelve days) will 
rapidly stop an acute attack of ameebic dysentery due to exacerbation of the 
intestinal infection, it cannot be relied upon completely to eradicate this 
infection. When given to a patient who, in addition to the primary bowel 
infection, has secondary extra-intestinal areas of amebic infection it will 
sterilize the latter. An ameebic liver abscess, for example, can readily be 
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sterilized of its amebic content by parenteral treatment with emetine over a 
period of ten or twelve days; but the primary infection in the bowel, from 
which the secondary infection arose, will rarely be sterilized by this treat- 
ment. The fate of emetine in the body and its mode of action are not known; 
in vitro, in low concentrations, emetine has been shown to kill amebz, but 
whether these concentrations are reached in_ vivo has not been proven. 
Emetine is a toxic drug if it is abused and the advocated dosage exceeded; 
but its administration rarely needs to be suspended if the recommended 
dosage is adhered to and needless repetition of the treatment is avoided. 

In addition to parenteral employment emetine has been given in various 
forms orally. Of these compounds for oral use only emetine bismuth iodide 
(E.B.I.) is now consistently used. It has been suggested that when given 
orally, particularly in a vehicle ensuring its liberation low down in the bowel, 
emetine may act directly on parasites in the gut with which it comes into 
contact. There is no real evidence to show that it does so, and it is significant 
that patients treated with emetine by this route suffer from nausea of 
cerebral origin, which suggests that the alkaloid is soon absorbed from the 
intestine. Nevertheless, E.B.I. is still much used in conjunction with other 
drugs for the sterilization of an intestinal ameebic infestation. 

In India, many years ago, an extract of locally grown Kurchi (Holarrhena 
sp.) bark was found to serve as a rather inferior alternative to emetine, and it 
was used chiefly on the score of cheapness. The active alkaloid of this plant 
is conessine. Its use has now been abandoned by British workers; French 
workers, however, since the war have revived it. Conessine gives rise to much 
more severe toxicity than emetine, and it is most unlikely that its present 
popularity in French territories will prove to be more than a passing phase. 

Chloroquine.—This compound, which is a 4-amino-quinoline, is an effec- 
tive antimalarial resembling mepacrine in its constitution and activity. 
Chloroquine when given by mouth is rapidly and readily absorbed, and is 
very slowly excreted. It can be recovered from the liver in concentrations 
several hundred times that found in other organs. It has been observed and 
confirmed that treatment with chloroquine results in as speedy and effective 
destruction of ameebe in the liver as does emetine treatment, and so the 
drug provides a most valuable alternative to emetine in a case of liver 
abscess when the use of emetine is contraindicated, for example, by the 
presence of heart disease. Although chloroquine is so effective in the 
eradication of ameebiasis of the liver it does not influence the ameebic in- 
fection in the bowel. Its value therefore in the treatment of ameebiasis is 
limited, and in fact is restricted to the treatment of hepatic amebiasis. 


ARSENICALS AND IODO-HYDROXYQUINOLINES 
Many synthetic compounds of widely varying constitution have been 
advocated for use in the treatment of the intestinal infection. These include 
two groups of compounds still much employed. The first is composed of 
arsenicals of various types, and the second of iodo-hydroxyquinoline pre- 




















422 THE PRACTITIONER 


parations. These two groups can be dealt with together as, although entirely 
dissimilar in constitution, it is thought that their modes of action are 
similar; that is, in both cases the drugs are believed to act by direct contact 
with parasites within the bowel. Neither group is of any value in the treat- 
ment of extra-intestinal foci of infection, such as an ameebic liver abscess. 

The arsenical compounds range from ‘stovarsol’, which has been used for 
many years, to the much more recent ‘wia’ or ‘milibis’. This latter contains 
bismuth, is said to be absorbed to only a minor extent, and so is claimed to 
be much less likely to cause arsenicalism than its predecessors in the series. 
The iodo-hydroxyquinolinesare chiniofon (‘yatren 105’), vioform and entero- 
vioform, and diodoquin. These contain a high iodine content in the organic 
form, and it is this content which is probably their active constituent. 
Chiniofon, which contains 26 per cent. of iodine, can be given orally or as a 
retention enema; it is probably most effective when given by the latter 
means. Vioform and diodoquin contain 40 per cent. and 63 per cent. of 
iodine, respectively; they are given orally, as they are insoluble and cannot 
be given as retention enemas. 

Although initially many claims were made that one or other of these types 
of drug, given orally, was extremely effective in eradicating an intestinal 
infection with E. histolytica, these claims have not been substantiated by 
careful and adequately prolonged observation of patients after treatment. It 
is usual to find that while taking the drug no parasites are to be found in the 
stools; but it is also not unusual to find that on cessation of the drug parasites 
subsequently reappear in them. The rational and simple explanation is that 
the compounds kill ameebe actually within the lumen of the gut, and there- 
fore that neither cysts nor recognizable ameebe pass out in the stool; the 
amoebee in the faeces being destroyed, no cysts can be found. It may well be 
that in those cases in which the infection is purely an intraluminal one of 
the large bowel, and therefore non-pathogenic, it is readily sterilized by 
directly acting compounds. But these drugs do not penetrate tissue, and 
ameebee actually in the bowel wall can hardly be affected by them to an 
extent sufficient to ensure their elimination from that site. The temporary 
disappearance of recognizable parasites from the stools during treatment is 
not proof of cure of the infection; the determination of that must always rest 
on repeated examination of stool specimens some time (weeks) after the 
end of the treatment—a fact which is far too often overlooked. 


THE ANTIBIOTICS 
There is yet another class of compounds which has recently received 
attention in the treatment of ameebiasis: the antibiotics. Fortuitously, while 
a patient was being treated with aureomycin for a Brucella infection, it was 
observed that an intestinal E. histolytica infection which he harboured dis- 
appeared, and there was no subsequent evidence of its persistence. Aureo- 
mycin was given to a number of other patients with intestinal EF. histolytica 
infections and, it was claimed, all of them were sterilized of their infections. 
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Subsequent studies confirmed that a majority of intestinal infections with 
E. histolytica are eradicated by aureomycin treatment, although the steriliza- 
tion rate is not so high as was initially claimed; it is probably about 70 per 
cent., as determined by a thorough study of a wide range of cases suffering 
from infections of all grades of severity. Others of the newer antibiotics pro- 
duce similar results; terramycin, on the evidence so far available, seems to 
be the most effective of them all. Penicillin, streptomycin, and chloram- 
phenicol are of little or no value in this connexion. The antibiotics exert 
little or no influence on extra-intestinal foci of amebic infection. 

Experimental work suggests that neither aureomycin nor terramycin is a 
true ameebicide, as neither is particularly destructive of ameebe in cultures 
in vitro. It is generally thought that they affect the amebe only indirectly, 
as a result of the profound influence they exert on the concomitant bacterial 
flora of the large bowel. The interrelationship of E. histolytica and the 
bacterial flora of the bowel is not fully understood. It is generally thought 
that it is close, and that the presence of some types of bacteria, so far not 
accurately determined, facilitates the establishment and the development of 
the protozoon, and possibly governs its pathogenicity. But the matter is by 
no means clear. It is an undoubted fact that ameebz can flourish and be 
actively pathogenic in the liver in a bacterium-free medium; but, on the 
other hand, it is extremely doubtful if EF. histolytica has ever been success- 
fully cultured in vitro in a bacterium-free medium, although it grows freely 
in association with a wide and varied bacterial contamination. 

In this connexion some interesting information has emanated from South 
Africa, where an unusually severe, and often fatal, form of ameebiasis has for 
some time been prevalent in the African populations around Durban. 
Although amebiasis is common in the European and Indian populations in 
the same area it has not shown a comparable virulence in them. It has been 
observed that the acute and often fulminating attacks of amebic dysentery 
in these Africans can be controlled as readily, or even more readily, solely 
by treatment with the accepted antibacterial drugs as by emetine and other 
drugs regarded as specifically amebicidal. This outbreak in its curious 
selection of one section of the community, and its extraordinary severity 
among them, cannot be regarded as usual; it would be unwise to generalize 
from observations made during it. Nevertheless, it does at least suggest in 
this particular instance a relationship between E. histolytica and some special 
intestinal bacterial content of the African population, possibly associated 
with the diet peculiar to them but not to Asiatics and Europeans. 

In the past it has been claimed that antibacterial treatment with sui- 
phonamides and penicillin facilitated the eradication of a highly pathogenic 
intestinal E. histolytica infection, but the claim was not clearly established. 
That the use of the newer antibiotics, aureomycin and terramycin, does so 
is beyond dispute; they therefore are to be regarded as valuable additions to 
the considerable array of drugs now employed in the treatment of the 
various forms of ameebiasis. 
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CHOICE AND ADMINISTRATION OF DRUG 

From the foregoing it should be clear that the treatment of amebiasis is by 
no means simple and straightforward; there is no single drug so far known 
which unfailingly will eradicate the infection. Treatment of the condition, 
in practice, can be divided conveniently into the following categories: that 
of an acute attack of (intestinal) ameebic dysentery ; that of an extra-intestinal 
focus of infection; and finally, in every case, that for the eradication of the 
primary bowel infection. 

The drug used for the control and arrest of the acute attack of amebic 
dysentery is emetine, and it has no equal for this purpose. One grain (65 mg.) 
of the hydrochloride is given intramuscularly or subcutaneously daily for a 
few days to achieve this end. Three or four injections commonly suffice, 
and only on rare occasions are additional injections necessary. 

The drug used for the eradication of an extra-intestinal infection is also 
emetine; in cases of ameebic liver abscess formation, the most common site 
of an extra-intestinal infection, chloroquine can most efficiently replace it. 
The dosage with emetine in such cases should extend over a period of twelve 
days. Chloroquine is effective when given orally in a dosage of 1 g. daily for 
six days; as the drug is so slowly excreted its action will continue for some 
time after its administration has been stopped. 

Lastly, and in every such case, the primary bowel infection must be 
eradicated or the disease and its complications will probably recur. The 
question arises whether asymptomatic, and so apparently non-pathogenic, 
infections should be eliminated. On general grounds, if only as a pre- 
cautionary measure against their subsequently becoming pathogenic, it 
seems desirable to clear them. In either type of case, symptomatic or 
asymptomatic, the probability of sterilizing the infection is maximum when 
several drugs, probably acting in different ways, are given concurrently ;"and 
this is the usual practice. As an example, E.B.I. and stovarsol are given by 
mouth over a period of three weeks, during which time the patient has re- 
tention enemas of chiniofon; well over go per cent. of infections will be 
eradicated by a single such treatment, but it of course necessitates much 
restriction of activities, or preferably confinement for the period. Very rarely 
cases of relapsing ameelic dysentery prove refractory to repeated courses of 
this treatment, even with variations in combination of the slected drugs. If 
the treatment is again given concurrently with a course of terramycin. or 
aureomycin, during the first ten days, experience now shows that it will be 
eradicated, even though it has also previously proved refractory to the anti- 
biotic when used alone. It may be that a symptom-free patient, in whom the 
presence of the infection has only incidentally been found, is disinclined to 
lose time from his normal activities to undergo such a course of treatment. 
In a high proportion of these asymptomatic cases a course of terramycin, or 
aureomycin (0.5 g. orally, six-hourly for ten days) will clear the infection; it 
has also been stated that a course of diodoquin, or of milibis, will do so, but 
this is far less certain. 





REVISION CORNER 


THE TREATMENT OF 
CARCINOMA OF THE PROSTATE 


CARCINOMA occurs in the prostate gland probably more often than in any other 
situation in the male. The incidence of occurrence has been stated to be as high 
as 15 per cent. of those over the age of fifty-five years. This marked frequency, 
however, is not borne out clinically—even including those cases in which an early 
malignant focus has been removed completely in a simple enucleation—but in 
about a fifth of all patients who complain of symptoms of prostatic obstruction, 
it is found that the gland is malignant. 

Treatment in the first place, will often depend upon a complication. Acute re- 
tention should be relieved by intermittent catheterization. Chronic retention may 
require more prolonged treatment, but an indwelling catheter for a few days often 
suffices. Failing this, a cystostomy may have to be established. The ultimate treat- 
ment of the carcinoma will depend to a considerable extent upon the stage and 
spread of the disease, each of these being very difficult to assess. 

In the majority of cases, the earliest malignant change appears to occur in the 
posterior lobe of the prostate, and when this is so, urinary symptoms often come 
on in the later stages, or may not occur at all. When a cancerous focus begins else- 
where in the gland, as in a lateral or middle lobe, the early diagnosis is extremely 
difficult. Until some irregularity of the surface, hardness of the gland, or oblitera- 
tion of the midline groove can be appreciated on digital examination, it is unlikely 
that the diagnosis of carcinoma will be considered. It may, of course, be established 


by biopsy, but perineal biopsy is positive in only 50 per cent. of cases, and trans- 
urethral biopsy is even less reliable (Barringer, 1942), so that a negative result is 
by no means definite. Certain serological tests are helpful when positive; the 
serum acid phosphatase is increased in some cases, when there is bone metastasis. 
This occurs when the cells are well differentiated, but in the highly undifferentiated 
carcinoma there may be little change, so that normal readings are often obtained 
even in the presence of extensive metastases. 


THE PLACE OF SURGERY 
The only curative line of treatment is total prostatectomy, but because of the 
difficulty at the present time of being certain of the diagnosis, it can be employed 
in only about 5 per cent. of patients. It is limited to the case in which the neo- 
plasm is still within the capsule. The perineal route is favoured in America, but 
in this country the retropubic route of Millin (1947) is generally used. With either 
approach the operation is difficult, and is liable to result in some degree of stricture 
or incontinence. It is usually employed in the case in which the exact diagnosis is 
in doubt clinically, but appears to be established on exposing the prostate. Pal- 
liative surgical intervention is much less often necessary since the introduction of 
cestrogen therapy. Endoscopic resection with the resectoscope or cold punch, may 
be employed to obtain a biopsy specimen, or it may be used in retention which has 
failed to respond to cestrogen therapy. Permanent suprapubic cystostomy is an 
alternative to endoscopic resection, in dealing with unrelieved retention. It 
must be employed when the resectoscope cannot be passed or when the obstruc- 
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tion persists after resection. Castration may be employed as an alternative or as 
an adjunct to estrogen therapy. It is probably better than the latter in the presence 


of metastases. 


HORMONE THERAPY 

Cancer of the prostate is not always of the same type, but most forms are extremely 
sensitive to the male sex hormone, and the presence of the hormone appears to 
determine, if not to activate, the growth of cancer. This form of malignant 
disease occurs in dogs, and whilst working experimentally on these animals, 
Huggins and Clark (1940) found that following the administration of the female 
hormone there was a rapid retrogression of a cancerous enlargement. They then 
showed that the same occurred in man. This effect can be accomplished by 
castration, by the administration of an estrogen, or by a combination of the two. 
Ninety per cent. of patients treated in this way are improved, although about 
half relapse in two years; 75 per cent. are dead in five years, but 20 per cent. are 
still alive and well in ten years (Huggins, 1949). 

When the diagnosis of carcinoma of the prostate has been made, estrogen 
therapy should be started. Stilbeestrol, 10 mg., is given three times daily. As has 
been said, the majority of cases react and the symptoms quickly abate. If re- 
tention has been the presenting symptom, this is often overcome in twenty-four 
hours; at any rate in a few days the patient is passing water normally. If all goes 
well, rectal examination after a month’s treatment will show that the gland has 
become much smaller and that its surface is now flat and rather smooth or granular 
instead of irregular. It remains very hard, as is the peri-prostatic region, and the 
median groove can rarely be felt. The dose of stilbastrol may now be reduced to 
5 mg. thrice daily, and over the next few months, if the local state remains stabil- 
ized, it can be reduced further to 5 mg. daily. This amount must be continued 
permanently. If the local condition becomes stabilized, it is usual for it to remain 
so, but should there be a relapse it is worth stepping up the dose again to as much 
as 60 mg. daily, with hope of relief (Fergusson, 1948). Total relapse is unusual, 
however, and the patient is more likely to succumb to metastases elsewhere. 

In a small number of cases, stilbeestrol is not effective. Other estrogens, such 
as ethinyl cestradiol, 0.1 mg. four times daily, or certain proprietary preparations, 
should be tried. If there is no improvement, castration is performed, and if 
urinary obstruction is present and persists, endoscopic resection or permanent 
suprapubic cystostomy should then be done. It is worth while to continue with 
cestrogen therapy for a month or two after resection or cystostomy, as occasionally 
there is a delayed action. 

Side-effects of cestrogen therapy.—These will always be present to some extent, 
but vary tremendously in the different individual and with the different prepara- 
tions used. The earliest is enlargement of the breasts. This is almost constant, and 
is accompanied by a sense of fullness, tingling, tenderness and sometimes actual 
pain. There is a gradual diminution, and ultimately disappearance, of the libido, 
with impotence and sterility. There may be some nausea, loss of appetite, 
abdominal pain, flatulence and disturbance of bowel habit. There is increased 
pigmentation of the areola and nipple and of the external genitalia. The midline 
of the lower abdomen, the interscrotal line, and any scar become brown and some- 
times almost black. It has been suggested that prolonged administration of 
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stilbestrol causes a rise in blood pressure and precordial pain. I have not observed 
either of these. Theoretically, estrogens may give rise to edema, since they cause 
retention of sodium chloride, but in practice this is exceptional. lf severe symptoms 
arising from the disease have been relieved by the therapy, most patients are pre- 
pared to accept the side-effects as the penalties of the treatment. Should these be 
very troublesome, however, it is worth while changing the estrogen. Ethinyl 
estradiol is usually less toxic than stilbestrol, although much more expensive. 


IRRADIATION THERAPY 
This is of no value for the primary lesion but may be a help in dealing with 
metastases. In Roelsgard’s (1951) series those treated by X-rays alone were all 
dead within two years, but when X-rays and cestrogens were used in conjunction, 
50 per cent. were alive after this time. X-rays help to control pain in bone 
metastases and should always be tried when this is a feature. 

Apart from radical surgery there is no cure for carcinoma of the prostate, but the 
methods of treatment already detailed will help to prolong life, often for many 
years, in reasonable comfort. When these methods fail, codeine, physeptone, 
pethidine and the opiates must then be employed in sufficient and necessarily 
increasing doses. 


A. W. BADENOCH, M.D., CH.M., F.R.C.S. 
Surgeon, St. Peter’s Hospital for Stone; Assistant Surgeon, St. Bartholomew's 
Hospital; Urological Surgeon, the Royal Masonic Hospital. 
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THE MEDICAL INDICATIONS FOR ALCOHOL 

‘Drink no longer water but use a little wine for thy stomach’s sake and thine often in- 
firmities’. 1 Tim., v, 23. 

‘Give strong drink to him that is ready to perish and wine to the bitter in soul’. Prov., 
xxxi, 6 (R.V.). 
In the past, alcoholic liquor has been regarded as a panacea for many maladies, 
but now it would be much easier to compile a list of the medical contraindications 
to its use than to enumerate any very definite indications. It is clear that during 
this century the consumption in hospitals has fallen steadily to a very low level. 
In 1900 the amount consumed annually was equivalent to 6.8 ounces of brandy 
per patient; in 1923 to 1.3 ounces, but in 1935 it had fallen to 0.63 ounce (C. 
Weeks). There is no indication that this figure has subsequently increased. In 
fact, a large number of practitioners have practically eliminated the medicinal 
use of alcohol, some employ it sparingly, but there may be a few who still use it 
liberally. 

There are three possible uses for alcoholic liquor: (a) therapeutic; (b) dietetic; 
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(c) convivial. Consideration of the first two must be based on the pharmacological 
action of the drug; the last is ultra vires in this article, although it offers food for 
thought. 


PHARMACOLOGY 
Apart from the local action of alcohol as a fat solvent, disinfectant (70 per cent.), 
and astringent, its cooling action by reason of its rapid evaporation and its pharma- 
copeeial use as a solvent, its main effects may be summarized in the following way: 

(1) Action on digestion.—The flow of saliva and gastric juice are both stimulated 
by local reflex action, and by means of its psychological effects in those who find 
alcohol delectable. In small quantities it acts as a carminative, but excess of neat 
spirits, on the other hand, may produce dryness of the mouth and pharynx and 
chronic gastric catarrh. Alcohol is absorbed more rapidly than any other sub- 
stance from the alimentary canal, and little, if any, gets beyond the duodenum, 
from which it is absorbed even more rapidly than from the stomach. 

(2) Action on circulation.—Apart from the very temporary stimulation of the 
mucous membrane of the mouth and nose by a spirit such as brandy, causing 
a reflex increase in the pulse and respiration rate, without a rise in blood pressure, 
and a sense of warmth produced by the dilatation of the cutaneous blood vessels, 
alcohol has no sustained effect on the circulation as a whole. The time-honoured 
use of brandy in a syncopal attack is therefore justifiable, although smelling 
salts or sal volatile are equally effective, but in these days less readily available 
even than brandy. 

(3) Action on temperature.—Alcohol depresses the heat-regulating centre and 
dilates the cutaneous blood vessels, thus leading to an increase in the rate of heat 
lost. It is therefore contraindicated before or during exposure to cold, and it is 
a popular fallacy to suppose that a drink of whisky is especially desirable before 
going out into the bitter night. A spirit is, however, of value in restoring the 
peripheral circulation in persons who have been exposed to severe cold and are 
brought into warm surroundings. 

(4) Action on nervous syste®.—lt has been shown repeatedly that alcohol has 
no stimulating action on the brain. It is a depressant which produces euphoria 
by blunting self-criticism and dulling perception in the first instance. As such 
it can act as a mild hypnotic and may, in fact, improve digestion also in this way 
by removing anxiety and mitigating emotional upsets. There are other drugs 
which have a comparable action, but small doses of brandy are sometimes useful 
in getting a sick and restless child off to sleep. 

(5) Alcohol as a food.—Alcohol is an easily absorbed, easily digested energy- 
producing foodstuff which produces 7 calories per ml. Used as such the body 
can oxidize 10 ml. of alcohol per hour. Larger doses than this only become 
intoxicating and are not metabolized at any greater rate. It is therefore a very 
expensive source of energy compared with carbohydrates and fats, and is not 
more rapidly utilized than glucose. 


THE THERAPEUTIC USE OF ALCOHOL 
From a pharmacological angle alcohol has no therapeutic attributes which cannot 
be more economically supplied by other agents, and it is not essential to medical 
practice. Any use it has is mainly one of convenience or personal taste. In any 
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event, if used, it should only be employed as a temporary measure for tiding 
a patient over some acute emergency. As such it may alleviate some symptom 
but has no specific action on any particular disease. 

It is of interest to note than an Executive Council recently decided that brandy 
was not a drug or medicine which it was bound to provide. However, a Board of 
Referees decided by a majority that in the particular case (one of carcinoma of 
the bronchus) its use was justified. 1t had been employed in a popular prescription 
for euphoria which is given to patients in extremis, consisting of cocaine hydro- 
chloride, } grain.(11 mg.); morphine hydrochloride, } grain (16 mg.); brandy 
or gin, 120 minims (7 ml.); honey, 60 minims (3.5 ml.); water to one fluid ounce 
(28.5 ml.). 

It is not possible to assess the number of persons who have acquired a taste 
for liquor originally prescribed medicinally and who have thereby become the 
victims of chronic alcoholism, but surely there must be very few. Nevertheless, 
this thought might be a factor in the judgment of a doctor tempted to use it in 
the case of a young psychopath as yet unacquainted with its charms. 

There appear to be two definite therapeutic indications for the use of alcohol. 
One is the avoidance of its abrupt cessation in cases of acute disease in persons 
accustomed to its regular use in considerable quantities. The second, paradoxically, 
is in the treatment of chronic alcoholism, when liquor is given to the patient at 
the same time as another drug which assists in its gradual withdrawal. Apomor- 
phine, emetine which is being used in America, and ‘antabuse’, are examples, 
but their modes of action differ from each other and, in the case of apomorphine, 
it would appear that barbiturates can take the place of alcohol. 

Used dietetically in cases of convalescence from acute disease, the addition of 


a liquor suited to the palate of the individual may make all the difference between 
a distaste for meals and the ability to eat, assimilate and enjoy food. iced cham- 
pagne is sometimes helpful to a patient who is vomiting everything else, and 
whisky or brandy will often combat the sense of exhaustion following a severe 
attack of diarrhea. The older clinicians gave sherry whey to infants with gastro- 
enteritis before resuming milk foods, and evidently found it useful. 


ALCOHOL CONTENT OF Various Liquors 
‘Claret is the liquor for boys, port for men but he who aspires to be a hero must drink 
brandy’. (Boswell, 1779.) 
Proof spirit 50 per cent. (by weight approx.) 
(by volume ,, ) 
Brandy, gin, whisky, rum 
Port and sherry 
Burgundy 
Champagne, claret, hock 
Beer and stout ue 
On conviviality, nothing need be added to the words of wisdom expressed so 
long ago in the Book of Ecclesiasticus :— 


‘Wine is as good as life to a man, if it be drunk moderately: what life is then to a man that 
is without wine? for it was made to make men glad. 

Wine measurably drunk and in season bringeth gladness of the heart and cheerfulness 
of the mind: 

But wine drunken with excess maketh bitterness of the mind, with brawling and 
quarrelling’. 

W. Gorpon SEarRs, M.D. 

Physician Superintendent, Mile End Hospital. 
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NOTES AND QUERIES 


Priapism in Infancy 

Query.—Priapism occurs in male infants and 
small boys, when asleep at night, and for a time 
after being awakened. The condition is also met 
with in otherwise normal adults. What is its 
explanation, and is it of any importance? 
Rep_y.—Priapism is defined as abnormal penile 
erection without sexual desire. Factors pro- 
ducing this are mainly sensory in origin, arising 
either in the spinal cord (from injury or tumour) 
or in the region of the bladder neck and posterior 
urethra. Distension of the bladder seems to be 
the most likely cause in these infants, and may 
occur during cystometry as the bladder reaches 
its maximum capacity. Although the erection 
persists for a while after waking it is invariably 
relieved by micturition. This type of priapism 
coupled with an adherent prepuce may be the 
cause of enuresis by initiating a bladder con- 
traction. 

The condition, if troublesome, may be re- 
lieved sometimes by stilbeestrol (1 mg. at night 
for two weeks in a boy of ten years), and enuresis 
if present may also disappear: the effect often 
persists for months. 

Excessive blood CO, causes erection (and 
inhalation of CO, is used by erotics for this 
purpose). This may be a further factor in the 
sleeping priapism—just as yawning on waking 
is an indication of CO, accumulation. Many 
small boys bury themselves right down the bed, 
and it is little wonder that they have a rise of 
alveolar CO,. 

If this normal state is attracting attention and 
fails to respond to the removal of obvious 
irritant external foci and the use of stilbeestrol, 
cysto-urethroscopy becomes essential. 

D. F. ELLison Nasi, F.R.C.S. 


T.E.A.B. in Senile Gangrene and 


Incontinence 

Query.—Could you obtain for me details con- 
cerning the administration of tetraethyl- 
ammonium bromide to old patients for gangrene 
and in cases of incontinence, as described in an 
article in the December 1951 number of The 
Practitioner (p. 641)? 

Rep_y.—(1) Senile gangrene-—The basic cause 
of dry or senile gangrene in elderly patients ap- 
pears to be the diminution in the supply of 
arterial blood to the extremities. Any measure 
which would increase the peripheral circulation 
might be expected to improve the blood supply, 
and thereby to prevent the occurrence or ex- 
tension of this type of gangrene. It has been 
found that many of the ganglion-blocking 
drugs have this power of peripheral vasodilata- 


tion. Some of them, such as the methonium 
compounds, are associated with a fall in the 
systolic blood pressure which is undesirable in 
old people. The two drugs therefore of greatest 
use have been tetraethylammonium bromide 
(T.E.A.B.), and ‘priscol’. A series of patients 
with senile gangrene has been given intra- 
muscular injections of 5 ml. of T.E.A.B., thrice 
weekly. In some cases this was supplemented by 
two tablets of priscol by mouth once or twice a 
day. The clinical result has been increased 
circulation in the extremities, particularly the 
feet, and the diminution or disappearance of the 
gangrene. 

(2) Incontinence.—Following cerebral throm- 
bosis many patients have incontinence of urine 
as one of their symptoms. On the hypothesis that 
diminished blood supply to the brain was the 
cause of this incontinence, attempts have been 
made to increase the cerebral circulation. 
Among the measures employed for this purpose, 
intramuscular injections of T.E.A.B. was one 
of the most successful. About half the patients 
treated by intramuscular injections of 5 ml., 
twice or three times a week, lost their incon- 
tinence, either partially or completely. It must 
be stressed that incontinence associated with 
other diseases is not affected by this line of 
treatment, and may actually become worse. 

TrEvOR HOWELL, M.D., M.R.C.P. 


Vitamin D 

Query.—The main dietary sources of this 
vitamin are said to be herring, mackerel, butter, 
H.M. Government margarine, animal fats, eggs 
and milk; also from the action on the skin of 
sunshine and skyshine. The daily need is said 
to be 800 units. I submit that most adults in this 
country in winter get less than half this amount, 
yet there is no obvious evidence of deficiency, 
unless the formidable rise in illness rate seen in 
every practice from January to April is one. I 
fully understand how additional vitamin D in 
small amounts can make up for deficiency ; how- 
ever, I believe that massive doses are used for cer- 
tain conditions. What are these conditions and 
what is the mechanism involved in this massive 
dosage therapy? Is there any danger in the use of 
massive dosage, even if continued for many 
mgnths? 

Rep.ty.—Little is known regarding the human 
requirements of this vitamin. The B.M.A. 
Committee of Nutrition (1950) tentatively 
adopted the following allowances :— 


Children 0-2 years ...... 800 i.u. daily 
Children over 2 years 400 i.u. daily 
Pregnant women ........ 400-600 i.u. daily 
Nursing women ........ 800 i.u. daily 
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It will be seen that no figure was put forward 
for adults; the figure of 200 i.u. daily is some- 
times tentatively taken, but there is little doubt 
that if the amounts of calcium and of phosphorus 
in the diet are optimum, adults probably do 
not require vitamin D. Certainly adults in this 
country in winter often obtain only about 
200 i.u. daily, and there is no evidence that this 
is disadvantageous. 

(2) Massive therapy with vitamin D (‘stoss- 
therapie’) was introduced by Harnapp (1938) 
and was used in Germany during the war to 
protect infants and young children against 
rickets. As much as 600,000 i.u. in a single oral 
dose has often been used. It is not proved that 
this type of therapy is desirable. Large doses 
have also been used in adults to treat psoriasis, 
scleroderma and tuberculosis, but there is no 
clear evidence that the good results alleged are 
due to specific therapy with the vitamin. 

(3) Massive dosage is certainly dangerous. 
Calcium and phosphorus are mobilized from 
bone, and calcification occurs in the tubules and 
arterioles of the kidney, and the media of large 
blood vessels. 

Hucu SrNc.alr, D.M. 


Allergic Rhinitis 
Query.—A male patient, aged twenty-six, a 
mechanical engineer by profession, complains of 
nasal irritation and rhinorrheea, sneezing and 
watering of the eyes. This lasts for ten to 
thirty minutes and is followed by a sensation of 
his nose being blocked. It happens almost 
anywhere—in the office, works or theatre; 
comes on at night or on rising. There is no 
apparent family history of allergy. On examina- 
tion the only abnormality is slight rhinitis and a 
slight deviation of the septum. I would be glad 
if you could suggest a line of approach to the 
investigation of this case. 
Repty.—From the information given this 
would seem to be a case of allergic rhinitis. It 
would be well worth trying the effect of one of 
the antihistaminic drugs, perhaps ‘thephorin’ 
(Roche), 25 mg. three times a day. If relief re- 
sulted this would confirm the allergic nature of 
the trouble. There is often a nervous element in 
these cases and some help may be given by 
phenobarbitone, 4 grain (32 mg.) twice a day. 
Another drug which might be of use is 
ephedrine, } grain (16 mg.), once or twice a day. 
Failing any relief from the above the case might 
be referred to an allergist for full investigation. 
W. A. MILL, M.S., F.R.C.8. 


Erb’s Syphilitic Paraplegia 
Query (from S. Africa).—A married European 
female, aged nineteen, was first seen on June 25, 


1951. She had definite primary syphilis, having 
been infected by her husband who had a chancre 
six weeks before. She was given 600,000 units of 
penicillin daily for seven days, and an eight- 
weekly course of N.A.B. Before the latter was 
finished she complained of stiffness of the legs 
and inability to walk. Both legs were spastic, re- 
flexes increased ++, and ankle and patellar 
clonus were present. Lumbar puncture revealed 
no abnormality in the fluid. She was given 
200,000 units of penicillin six-hourly for a week, 
when she refused to stay in hospital, and left. 

I saw her again on September 24, 1951, when 

her walking had improved but the reflexes were 
still markedly increased and clonus still present. 
She is now incontinent of urine. She is also 
three to four months pregnant. I think the case 
is an obvious one of Erb’s syphilitic paraplegia. 
(1) Why should this have developed soon after 
treatment was begun, and so soon after the 
infection? (2) Is there anything I can do?—the 
prognosis is usually bad. (3) What is the 
possible effect on the child? 
Rep.ty.—The query does not mention the pre- 
cise grounds on which the diagnosis of syphilis 
was made; but it may be assumed that the 
patient had a genital sore with Spirochata 
pallida present in secretions from the sore, or 
positive serological tests for syphilis, or both. 
In the description of the neurological lesion 
no mention is made of sensory changes, and it 
may be assumed that they were absent. The 
description is that of Erb’s spinal spastic para- 
plegia, with slowly developing weakness and 
stiffness of the legs without pain, followed in 
this case by incontinence of urine, and signs 
indicating spastic paraplegia with damage to the 
lateral columns, but little or no sensory loss. 
The fact that no abnormal changes were present 
in the cerebrospinal fluid does not rule out this 
diagnosis. Some other conditions have to be 
considered in the differential diagnosis, par- 
ticularly disseminated sclerosis and other forms 
of syphilitic involvement of the spinal cord. 
Hemorrhagic myelitis resulting from arsenical 
therapy seems an unlikely diagnosis; apart from 
its rarity, it would most likely occur after the 
second or third injection, and not towards the 
end of a course lasting eight weeks. The con- 
dition, as described, usually results in a complete 
transverse lesion of the cord. 

(1) The first question cannot really be 
answered. The condition described by Erb is 
peculiar as well as uncommon, and no one really 
knows why it happens. It has been described 
early and late in the course of syphilitic in- 
fection. In Erb’s cases the paraplegia made its 
appearance within six years of infection with 
syphilis; but Peters (1941), who reviewed thirty 
cases, stated that sixteen patients gave a history 
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of infection of more than six years’ duration. 
The condition is rarely seen in this country. It 
is most often a late manifestation, but by analogy 
with other neurological complications of sy- 
philis, it is reasonable to expect that it would 
occasionally occur early in the course of the 
disease. 

(2) The prognosis is usually bad and it seems 
likely that no improvement may be expected 
from treatment. According to Tucker (1946), 
penicillin, like other forms of treatment, in- 
cluding fever therapy, arsenicals and bismuth, 
is ineffective in this condition. 

(3) There seems no reason why there should 
be an adverse effect upon the child; but the 
patient should certainly receive further treat- 
ment with penicillin to protect the child from 
syphilis which may still be active. 

A. J. KING, M.B., F.R.C.s. 


Peters, E. E. (1941): Amer. ¥. Syph., 25, 72- 
Tucker, H. a Coodt Bull. Johns Hopk. Hosp., 78, 161, 


‘Hormone’ Face Creams 

Query.—I should be grateful for any informa- 
tion concerning the use of the ‘hormone’ face 
creams-popularly advertised. Are the quantities 
of cstrogen—which I take to be the active 
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principle—present at all likely to cause bleeding 
when used by the post-menopausal woman? 
Alternatively, are the products likely to be 
beneficial to the skin? 
Repty.—Hormone creams are usually adver- 
tised as beauty preparations ‘to feed’ the skin, 
or as a means of controlling excessive growth ot 
hair. There is no evidence that they are of any 
benefit at all in either case, but there is ex- 
perience to suggest that the active principle— 
cestrogen—is well absorbed from the skin and 
can cause menstrual disturbance or release 
bleeding in the post-menopausal woman. Hor- 
mone creams should not be used as beauty 
preparations. 
GerorrrRey HopcGsoNn, M.B.E., D.M. 
Placental Extract in Glaucoma 
Query.—lIs there any evidence to support the 
original claims for the value of Filatov’s 
placental extract in the treatment of glaucoma? 
Rep.ty.—There is no evidence whatever that 
placental extract as recommended by Filatov is 
of the slightest value in the treatment of 
glaucoma. 
Sir STeEwartT DuKe-ELDeR, K.C.V.O., 
M.D., D.SC., F.R.C.S. 


PRACTICAL NOTES 


Ambulant Treatment of Varicose 
Veins 

Accorpinc to I. H. M. Curwen and B. O. 
Scott (Annals of Physical Medicine, January 
1952, I, 17), ‘the treatment of gross varicose 
veins is predominantly surgical, but there are 
many instances in which injection or operation 
is not possible. In the presence of senility, 
constitutional disease, arteriosclerosis, or if 
operation is refused, the only suitable treatment 
is by support’. They record their method of 
treatment in 503 such cases, which ‘is based 
upon a simple triad: bandaging, massage and 
exercises’. The bandage they have mainly used 
was one ‘constructed with 30 longitudinal 
strands of 44s square-cut natural rubber 
elastic, with a cotton base. These bandages 
should be durable, washable, light in weight and 
not less than 11 feet in length’. This bandage 
has the disadvantage of being rather heavy, and 
they now use one with the following specifica- 
tions: ‘30 threads 44s square-cut natural 
rubber; 108 thread warp 60/2 Egyptian gassed, 
carded cotton; weft, three ends 2/40s spun 
“Fibro” (an artificial yarn mainly composed of 
viscose rayon)’. This type of bandage is 80 per 
cent. non-absorbent, is more durable and has 
30 per cent. greater elongation than a bandage 
with a cotton base. The bandage is applied from 


the distal end of the metatarsals to the tibial 
tuberosity, even pressure being obtained by 
applying non-absorbent wool padding in the 
grooves behind the malleoli and at any other 
point where uneven pressure is likely. Massage 
is of value in reducing venous stasis and cedema, 
and in rendering fibrous tissue more pliable. 
Faradism is of value in ‘controlling a@dema 
when there is gross induration in a large limb’. 
Exercises are given with the bandage in position: 
they reduce venous stasis. 

‘Local treatment of ulceration by dressing is 
the least important part of the regime’. The 
authors’ basic dressing is an astringent lotion 
containing 2 per cent. aluminium subacetate 
with 0.6 per cent. boracic acid. Zinc ointment 
is applied to the area surrourding the ulcer. 
Where dermatitis is present, calamine lotion or 
liniment, sometimes with the addition of 2 per 
cent. ichthyol or 0.25 per cent. argyrol, is 
used. Elastic stockings and bandages are well 
tolerated by patients with eczema if ‘the area is 
dressed with a bland application and covered by 
a lightly wound cotton bandage before the 
elastic webbing is applied’. Ultra-violet irradia- 
tion is useful in the treatment of grossly infected 
or indolent ulcers. Sulphonamides and penicillin 
are seldom used locally. Indolent ulcers and 
those with overgranulation may be cauterized 
with silver nitrate. When ‘the ulcer is healed, 








ceedema controlled and the areas of indura- 
tion rendered pliable’ a change can be made 
to heavy duty ‘stout seamless’ elastic stock- 
ings. 


The Treatment of Warts by Liquid 


Nitrogen 

Deraits are given by J. K. Morgan (British 
Journal of Dermatology, February 1952964, 55) 
of the use of liquid nitrogen in the treatment of 
warts. Liquid nitrogen is readily available in 
urban areas, and is cheap, costing 5s. a quart, 
which is sufficient to treat fifty to sixty patients. 
It is a colourless liquid boiling at —195.8° C. 
at atmospheric pressure. One of its advantages 
compared with liquid oxygen is that it is inert 
and there is therefore no risk of fire with it. 
It was supplied to the author by the producers 
in an ordinary 2-pint vacuum flask. The flask 
must be left uncorked and loosely plugged with 
cotton-wool, or the expansion of the vaporizing 
liquid will break it. ‘It has been found that glass 
flasks may fracture and disintegrate if allowed to 
become frozen around their mouths. To obviate 
this, care should be taken to avoid touching the 
rim with the applicator, or alternatively, a 
metal flask can be used’. The method of use is 
as follows :— 


A cotton-wool swab or applicator is enclosed in a card- 
board cylinder to obtain easy access into the flask. Th 

cotton-wool is saturated in the liquid, and freezing of the 
lesion occurs almost instantaneously when touched. To 
avoid freezing a larger area than necessary, contact may 
need to be intermittent. As the gas evaporates quickly 
the applicator 7. need to be saturated with the mud 

‘- once. The extent of freezing is dete 


more t 
the white appearance of the frozen area. The s wit 
which this is attained depends upon the thic and 


extent of the lesion—usually 5 to 30 seconds. For small 
superficial warts and plane warts, 5 seconds is usually 
enough; for deep-seated palmar and plantar warts, 60 
seconds may be necessary. The application is uncomfort- 
able, but less painful than with — dioxide snow. 

aim is to produce a blister, which develops in six to twelve 
hours. The blister may be opened seven days later and the 
wart removed, or alternatively the bulla may be left to 
dry up and exfoliate spontaneously together with the wart. 
Residual scarring is minimal and ‘the cosmetic results are 


The results are given of the use of the treat- 
ment in 1,059 warts in 109 patients. In the case 
of plane and common warts, 67 out of 97 
patients (69 per cent.) had a complete response 
to one application, and 83 (85 per cent.) to two 
applications. Of the total number of 1,030 
common and plane warts, 841 (82 per cent.) 
were removed with one treatment, and 992 
(96 per cent.) with two applications. The re- 
sponse of plantar warts was ‘unreliable and in- 
ferior to that from other methods’. The author 
adds ‘Although the results of treatment with 
liquid nitrogen are slightly inferior to those 
obtained with curettage, the former is far 
quicker and is therefore of special value in the 
treatment of patients with multiple lesions, and 
in young children’. 
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Tourniquet Pain 

*TouRNIQUET pain’ is the term applied by 
Frank Cole (Current Researches in Anesthesia 
and Analgesia, January-February 1952, 31, 63) 
to a pain in the leg which occurs ‘in many 
prolonged operative procedures on the lower 
extremity performed under spinal anesthesia’, in 
which a tourniquet is used. The type of 
tourniquet he uses is a pneumatic one, and 
when applied to the leg the pressure is main- 
tained at 500 mm. Hg. The pain appears forty- 
five to sixty minutes after induction and ‘in 
the presence of proper surgical anesthesia’. The 
appearance of the pain is totally unrelated to 
surgical manipulation, and occurs only when a 
tourniquet has been applied. It becomes in- 
creasingly intense and disappears immediately 
when the tourniquet is deflated. The pain is so 
intense that it ‘is not tolerated by even young 
men for their faces appear drenched with 
perspiration’. If the pain is detected at its onset, 
it is usually relieved by 4 or § of a grain 
(8 or 10 mg.) of morphine sulphate intra- 
venously. If this should not give relief, then 
deflation and re-inflation of the tourniquet will 
lessen the intensity of the pain. If neither of 
these procedures gives adequate relief, then light 
pentothal anzsthesia is usually successful. The 
author believes that the pain is autonomic in 
origin, due to compression, or ischemia, of the 
sciatic nerve, and that it is sufficiently intense to 
penetrate the spinal block. 


Ferrous Sulphate Poisoning 

Turee cases of ferrous sulphate poisoning in 
young children are reported by T. L. Duffy and 
A. M. Diehl (Journal of Pediatrics, January 
1952, 40, 1). One was a 15-months’ old girl who 
had ingested fifteen to twenty 0.3 g. tablets of 
ferrous sulphate six hours before admission. 
Treatment consisted of 600 ml. of 5 per cent. 
dextrose in saline intravenously. She was dis- 
charged from hospital forty-eight hours after 
admission. The second was an 18-months’ old 
boy who had ingested fifteen enteric chocolate- 
coated 0.3 g. tablets of ferrous sulphate 1} 
hours before admission. Treatment consisted of 
gastric lavage and intravenous infusion of blood, 
plasma, saline and 5 per cent. dextrose. He was 
discharged home five days later, well, though 
still with tarry stools. The third patient was a 
26-months’ old girl who had swallowed thirty 
to forty 0.3 g. tablets of ferrous sulphate 3} 
hours before admission. She died two hours 
after admission. Necropsy revealed the presence 
of a necrotic and hemorrhagic gastric mucosa. 
Another fatal case is reported by S. C. Swift et 
al. (Ibid., p. 6). This was a 19-months’ old boy 
who had ingested an unknown number of 
enteric-coated ferrous sulphate tablets four 
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hours before admission. On admission the child 
was lethargic, with rapid shallow respirations 
and a very weak pulse. Treatment consisted of 
intravenous fluids, blood transfusion, one dose 
of BAL, penicillin, streptomycin and oxygen, 
and was followed by temporary improvement. 
The child died forty hours after admission to 
hospital. Necropsy revealed the presence of 
pulmonary congestion and areas of gangrene in 
the small intestine, with thrombosis of the 
smaller blood vessels in the bowel wall. In an 
editorial note (Jbid., p. 141), it is pointed out 
that, including these two reports, ‘eight fatal 
and eight nonfatal cases of accidental poisoning 
in young children from the ingestion of medi- 
cinal iron have been reported since 1947 . . . It 
is obvious that the potential danger of medicinal 
iron as a cause of accidental poisoning should be 
better known to physicians and the public, and 
that when they are prescribed, the physician 
should warn patients and parents that death has 
followed their ingestion in quantity by young 
children’. 


Back-Rest for Hospital Beds 


A SIMPLE folding chair which can be attached to 
any hospital bed for use in the early stages of 
convalescence for gradual recovery of ambula- 
tion in cardiac cases is described by H. T. 
Jones and J. M. Askey (Journal of the American 
Medical Association, January 12, 1952, 148, 
118). The chair, which is shown in the accom- 





panying figure, has no seat; the patient sits on 
the bed and the chair is placed behind him. 
Screw clamps are affixed to the downward ex- 
tensions of the arm rests, and the chair is fixed 
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by these to the bed. When not in use, it can be 
folded and stored in a limited space. It is stated 
that the use of the chair has not only proved of 
value in patients with heart disease, but also in 
elderly patients following injury or surgery. Its 
use shortens the period usual in hospitals before 
the patient is able to make the necessary effort 
required to get out of a high hospital bed and 
be assisted to a chair, and thus hastens the 
beginning of ambulation. 


Sulphathiazole Vaginal felly 


Tue risk of sensitization developing following 
the use of sulphathiazole vaginal jelly has been 
investigated by Louise Branscombe (American 
Journal of Obstetrics and Gynecology, January 
1952, 63, 175) in 250 women. Preliminary sen- 
sitization tests excluded two women, as they 
gave positive reactions. The remainder were 
treated with } ounce of 10 per cent. sulpha- 
thiazole jelly which the patient inserted into 
the vagina with a disposable applicator nightly 
for 24 to 36 days. At the end of this time the 
sensitivity test was repeated. Of the 200 women 
who returned for the final test, none gave a 
positive reaction, but one patient gave a history 
of a generalized sensitivity reaction. The author 
concludes that ‘this incidence of induced sen- 
sitivity (0.5 per cent.) is low enough to allay 
undue fear of such therapy and encourage its 
use where indicated’. The therapeutic results 
were ‘excellent when the jelly was used to 
promote healing of the cervix following cauter- 
ization, conization, or delivery’. In cases of 
chronic cervicitis, local application of the jelly 
without cauterization was successful only in 
those patients in whom the infection was 
superficial and of recent origin. Following de- 
livery, applications were begun on the seventh 
day and continued through the thirty-first day. 
The results following vaginal surgery were not 
so successful. “The use of sulphathiazole jelly 
for 24 days in the treatment of Trichomonas 
vaginitis gave poor results in our hands and its 
use was discontinued for this condition’. 


Herpes and Pneumonia 

Tue traditional diagnostic and prognostic 
correlation between herpes labialis and pneu- 
monia has been investigated by Ole Sylvest 
(Acta Medica Scandinavica, February 14, 1952, 
141, 385). His findings are based upon an 
examination of the records of 31,940 patients 
admitted to the medical department of Sundby 
Hospital, Copenhagen, during the period 1933- 
47. Herpes labialis was noted in 472 patients, 
i.e., an incidence of 1.5 per cent. Of these 
patients with herpes, 238 had pneumonia, 101 had 
broncho-pneumonia, 21 had acute bronchitis, 
and 52 had some other form of pulmonary 








disease. In addition, there were 11 with acute 
tonsillitis, 7 with ‘cold in the head’ and 3 with 
influenza. In view of this striking confirmation 
of the old-established tradition as to the 
association between herpes labialis and pul- 
monary disease, it is recommended that ‘every 
febrile patient with herpes in a hospital ought to 
undergo a thorough examination of the lungs, 
including a chest X-ray’. For assessing the 
prognostic significance of herpes in pneumonia, 
the analysis was based upon the 1,754 cases of 
pneumonia and broncho-pneumonia admitted 
to the hospital during the period 1933-44. Of 
the cases of broncho-pneumonia, 78 had 
herpes and 2 of these died (2.6 per cent.), 713 
did not have herpes, and 94 of these died 
(13.2 per cent.). The comparable figures for 
lobar pneumonia were: of 195 patients with 
herpes, 9 died (4.6 per cent.); of 768 without 
herpes, 106 died (13.8 per cent.). In other 
words, ‘the prognosis for pneumonia patients 
with herpes is better than for pneumonia 
patients without herpes’. Various factors which 
might have explained this correlation were in- 
vestigated and excluded. For instance, there 
was no evidence that as herpes requires a 
certain time to develop, therefore those seriously 
ill and therefore more likely to die quickly had 
not time to develop herpes. The possibility of 
herpes being more frequent in the younger age- 
groups and thereby occurring in patients with a 
more favourable prognosis, was also excluded. 
The author concludes: “Thus, for the time 
being, it must stand as an inexplicable fact that 
pneumonia patients with herpes have a better 
prognosis than pneumonia patients without 
herpes’. 

A Radiological Sign of Fetal 
Death 


‘A NEW sign based on an extremely simple 
technique, in which the diagnosis of intra- 
uterine death is easily established’, is described 
by S. N. Tager (American Journal of Roentgen- 
ology, January 1952, 67, 106). Two films are 
taken: one in the routine supine anteroposterior 
projection; the other in the anteroposterior 
projection with the patient erect. Both films are 
taken at ‘150 ma.-sec., Potter-Bucky grid, 30- 
inch focus-skin distance, and kilovolts employed 
according to thickness of part’. If, on ex- 
amination of the feetal skeleton in the films, ‘In 
the supine view, no abnormalities are found, 
and the erect view reveals a complete collapse 
of the spine in the pelvic region, this is un- 
doubtedly pathognomonic and constitutes the 
sign presented’. Details are given of three cases 
in which this sign was present, but Spalding’s 
sign was absent. The author points out that 
steacy contraction of skeletal muscles is neces- 
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sary for the maintenance of posture, even in the 
foetus. On the death of the foetus this tone is lost 
and ‘it is logical to conclude that the absence of 
tone will cause a complete relaxation and loss 
of the postural attitude. Consequently, the find- 
ing of this sign, collapse of the fetal spine, in 
the erect view, is extremely valuable for it 
appears to be based on sound physiological 
doctrine’. 


Plasma Injections in Hemophilia 
Injections of frozen plasma have been em- 
ployed in the treatment of hemorrhage in a 
series of hemophilic patients by P. Cazal and 
P. Izarn (La Semaine des Hépitaux, February 6, 
1952, 28, 380). The blood was taken in the usual 
manner into an aseptic bottle containing 75 ml. of 
anticoagulant solution to which 350 ml. of blood 
were added ; it was centrifuged for an hour, decan- 
ted into an aseptic box under ultra-violet irradia- 
tion and then put up in bottles of 200 ml. and 
immediately placed in a refrigerator at —25° C. 
This frozen plasma can be kept for nineteen 
days to eleven months without losing its 
efficacy ; unfreezing is effected by plunging the 
bottle into a bath at 38° C. for fifteen to twenty 
minutes. The injection is given intravenously, 
drop by drop rhythmically, 100 ml. per fifteen 
minutes. The patient’s blood was tested before 
and after the injection, the blood for the second 
test being taken from the opposite arm. Coagula- 
tion time and prothrombin titre were estimated, 
and thrombogrammes taken. No untoward re- 
actions to the injections were noted. The results 
were as effective as those obtained with 
fresh blood: reabsorption of a haematoma of the 
quadriceps in five days; arrest of an intra- 
articular hemorrhage of the knee with healing 
without recurrence on the eighth day; arrest 
of hemorrhage from cuts was accomplished 
during the transfusion ; daily injections of plasma 
allowed for the extraction of a carious tooth, 
hemorrhage from which persisted for only 
fifteen minutes. The authors consider that the 
use of frozen plasma in place of transfusions of 
fresh blood is indicated in all cases in which 
supply of the anti-hamophilic factor is all that is 
necessary, that is to say, in cases in which the 
hemorrhage is not accompanied by marked 
anzmia; it is also of value as a prophylactic 
measure when the coagulation time in a hemo- 
philic falls below the habitual level. Two draw- 
backs to fresh blood transfusion in hemophilics 
are avoided by the use of frozen plasma, i.e., 
the risk of iso-immunization by repeated blood 
transfusion, and the avoidance of introducing 
into the circulatory system a mass of red cells 
useless to the patient unless suffering from 
severe hemorrhage, especially in children under 
two years of age. 




















Intravenous Procaine in Resistant 


Pruritus 

Tue results obtained with the intravenous 
administration of procaine hydrochloride in 181 
patients with pruritus who ‘had received recog- 
nized dermatologic therapy and previous 
hospitalization without relief’ are recorded by 
L. G. Beinhauer, et al. (Archives of Dermatology 
and Syphilology, January 1952, 65, 39). A total 
of 1,780 injections was given to these patients. 
A preliminary skin test (the intradermal injec- 
tion of 1 ml. of 1 per cent. procaine solution) 
was performed in all cases in order to eliminate 
the cases sensitive to procaine. The method of 
administration was to inject 0.1 to 0.2 per cent. 
of procaine hydrochloride in 500 ml. of isotonic 
saline solution, to which 200 mg. of ascorbic 
acid was added, over a period of sixty to ninety 
minutes. Barbiturate medication was given 
routinely one hour before the injection. One 
injection was given daily. Topical applications 
were used as indicated. The maximum number 
of injections given in any one patient was thirty. 
It was found that if there was no relief by the 
sixth injection, there was little point continuing 
with the treatment. Improvement usually was 
noticeable after the fourth injection. Complete 
relief was obtained in 59 patients (32.5 per 
cent.), temporary relief in 67 (37.2 per cent.), 
and failure in 55 (30.3 per cent.). The authors 
conclude: ‘We feel that intravenous use of 
procaine hydrochloride offers another approach 
to combat pruritus. When properly controlled, 
it is safe. We recommend it when other therapies 
fail’. 


Cardiac Enlargement and 
Hypertension 

CHANGES in cardiac size as measured by tele- 
roentgenograms were observed in 45 patients 
with essential hypertension, by M. Kleinfeld and 
J. Redish (Circulation, January 1952, §, 74). 
The patients were observed for periods extend- 
ing from five to over twenty years, and during 
the period of observation frequent teleroent- 
genograms were taken. ‘For the sake of 
simplicity’ the only cardiac measurement made 
was the maximum transverse diameter in the 
postero-anterior film. Eleven of the patients 
had normal cardiac measurements throughout 
the period of their observation which ranged 
from five to twenty years; seven of these patients 
were observed for ten to twenty years. Of the 
patients in whom enlargement was noted during 
the period of observation, 18 had normal 
measurements when the hypertension was dis- 
covered and six of them retained normal 
measurements for more than ten years. Of the 
total of 45 patients, 10 had normal measure- 
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ments for five to ten years, 13 had normal 
measurements for more than ten years. Fourteen 
patients developed congestive heart failure at 
some time during the period of observation, 
and of these, five had normal heart measure- 
ments before and following the episode of 
failure. Of the nine with enlargement at the 
time of appearance of failure, six subsequently 
developed progressive enlargement. Of the six 
patients who had myocardial infarction while 
under observation, two had normal cardiac 
measurements at the time of infarction and 
both maintained normal measurements for a 
subsequent three years. The authors sum up 
by saying: ‘Prognosis on the basis of the size 
of the heart alone was found to be unwarranted. 
Cardiac size is only one facet in the clinical 
picture. The inclusion and evaluation of all 
factors is important in making a prognosis in 
essential hypertension’. 


Examination of the Patient with 
Low Back Pain 


A GENERAL outline of diagnostic procedure in 
cases of low back pain is given by J. M. James 
(Proceedings of the Staff Meetings of the Mayo 
Clinic, December 5, 1951, 26, 467), who em- 
phasizes that the first point to note is the way 
the patient walks into the room, the way he sits 
down and how he takes off his shoes and socks: 
‘the patient with a painful back moves carefully 
and with evidence of a stiff back’. Conditions to 
be looked for are: (1) sciatic scoliosis—as a rule 
the tilt of the trunk is away from the painful 
side, but occasionally it may be towards it; (2) 
flattening of the lumbar lordosis; (3) the poker 
spine of ankylosing spondylitis; (4) the 
prominent spinous process of the fifth lumbar 
vertebra in spondylolisthesis; (5) the angular 
kyposis of Pott’s disease; (6) the rounded dorsal 
kyposis of Scheurmann’s disease; (7) the pre- 
sence of atrophy of the calf. The ranges of 
motion of the spinal column are determined with 
the knees held straight. Palpation should be 
carried out over the spinal processes, lumbo- 
sacral and sacroiliac joints; palpable tender 
nodules are diagnostic in fibrositis. Measure- 
ments of the chest, legs and thighs are made, the 
knee and ankle jerks tested, and any area of 
disturbed sensation noted, as well as atrophy of 
the calf and any degree of muscle weakness. 
Special tests include: (1) straight leg raising— 
in sciatica this is limited; (2) compression of the 
iliac crests—in ankylosing spondylitis and 
tuberculosis of the sacroiliac joint pain occurs. 
X-ray examination should be carried out, and 
myelographic examination may be necessary in 
patients with ruptured intervertebral disc. The 
most important laboratory test is estimation of 
the sedimentation rate. 
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Modern Practice in Tuberculosis. Eprrep 
BY T. Hotmes SELLORS, D.M., M.CH., 
F.R.c.s., and J. L. LIVINGSTONE, M.D., 
F.R.c.P. London: Butterworth & Co. 
(Publishers) Ltd., 1952. Two Vol. 
Pp. xxviii and 355, and vii and 441. 
Index pp. 73 in both vol. Figures 104 
and 159, and 3 coloured plates. Price 
£7 75. 

Tuese volumes consist of ‘a series of carefully 
selected sections or chapters, each written by a 
recognized authority in his or her branch’, in- 
tended not as a comprehensive textbook, but as 
a presentation of present views on certain 
aspects of our rapidly expanding knowledge of 
the pathogenesis, prevalence, diagnosis and 
treatment of tuberculosis. Volume I is chiefly 
devoted to the background of the tuberculosis 
problem. It opens with a charming essay on 
pathogenesis by the late Dr. S. Roodhouse 
Gloyne. Morbidity and mortality statistics (in 
Great Britain) are given by Dr. Percy Stocks. 
Next comes a series of useful chapters on 
pathology and laboratory methods and five 
chapters en various social and administrative 
problems. There is a full discussion of B.C.G. 
vaccination by Ustvedt of Oslo, critical but 
favourable. Facts concerning the prevalence of 
tuberculosis in industry are presented by 
A. I. G. McLaughlin and three chapters are de- 
voted to early diagnosis, both clinical and radio- 
logical. The volume ends with two chapters on 
chemotherapy and one on the psychology of 
tuberculous patients. Volume II consists almost 
entirely of chapters on the medical and surgical 
management of the manifold forms of tubercu- 
losis, but it also includes an excellent review of 
sarcoidosis by Dr. Robb Smith. 

The book as a whole will be valuable, 
supplemented by standard works, as a practical 
guide to those entering the specialty of chest 
diseases. For the established practitioner, it will 
provide useful sources of reference, but it is, on 
the whole, too dogmatic and uncritical in the 
clinical sections, and there are a lot of sur- 
prising omissions. For instance, in the section on 
‘radiology’, there is no mention of recent work 
in America on diagnostic error. Under ‘bacteri- 
ology’, the pioneer studies of DuBois and Bloch 
are ignored. Under ‘chemotherapy’, no advice is 
given on dosage of streptomycin or PAS suitable 
for out-patients. Nor, throughout the whole 
book, is there any evidence that British chest 
specialists are aware of recent physiological 
studies concerning the function of the lungs. 
The illustrations are profuse and of a high 


quality but rather unevenly distributed. For 
instance, there are 70 pages of illustrations of 
tuberculous empyema, but not a single picture 
of tuberculo-silicosis or sarcoid. The most 
serious criticism of the layout is that 150 pages 
are squandered on the index, which could easily 
have been compressed into one quarter of the 
space. If this had been done, and a good deal of 
overlapping between the various contributions 
avoided, the material could have been con- 
tained in a single volume, and it could then have 
been published at a price which the younger 
chest specialist could have afforded. 


Essentials of Neurosurgery. By Lesuirz C. 
OLtver, F.R.c.s. London: H. K. Lewis & 
Co. Ltd., 1952. Pp. viii and 198. 
Figures 50. Price 25s. 

Tuts book is described in the preface as a guide 

to neurosurgeons in training and as an aid to 

candidates reading for higher surgical examina- 
tions. Its value to the latter group is unquestion- 
able but, its scope being limited to essentials, 
its adequacy for the needs of the former is 
doubtful. Nevertheless, for a small volume it 
contains a great deal of well-arranged informa- 
tion, set out in a clear and unencumbered 
language, and as so much of the existing neuro- 
surgical literature is to be found in specialist 
journals, a small textbook may prove valuable as 
a brief statement of what is at present possible 
in the ordinary surgery of the central nervous 
system. The author begins with a chapter—his 
longest—on the investigation and diagnosis of 
intracranial tumours, in which he describes the 
examination of patients, and also what may be 
learned from the cerebrospina! fluid, from 
radiography, ventriculography anc angiography ; 
the necessary operative procedures being des- 
cribed and the dangers of lumbar puncture and 
ventriculography being noted. Chapters on 
technique and anesthesia follow and then a 
regional study of intracranial tumours and their 
effects. The remainder of the book contains 
chapters on other diseases and injuries of the 
brain, cord, and cauda equina; omissions are 
due to compression rather than to neglect. 

Nevertheless, we should like to find more 

about prognosis. There is little information, for 

example, on the outlook for patients suffering 
from such common complaints as trigeminal 
neuralgia and prolapsed intervertebral disc. 

Recurrence in meningioma is dismissed by 

saying that it occurs if the dural attachment be 

not removed, and that the superior sagittal 
sinus should be respected. We doubt if it be 
wise to describe surgical treatment in however 























small a compass with so little reference to its 
results, even if the subject of the work be 
operative surgery. Yet here the title is ‘the 
essentials of neurosurgery’. 

However, within the limitations noted, Mr. 
Oliver has produced a well-illustrated account 
of his own practice of neurosurgery, and on 
every page we found ourselves in agreement 
with his views, expressed as they are with 
clarity and controlled by reason. His last 
chapter, which is perhaps the best in the book, 
is devoted to Parkinsonism, in the surgery of 
which the author’s is a well-known name, and 
here he tells us more of the results that may be 
expected. 


Peptic Ulcer. Eprrep By Davin J. SAND- 
WEISS, M.D., F.A.c.P. Published under the 
auspices of the American Gastroentero- 
logical Association. Philadelphia and 
London: W. B. Saunders Company, 
1951. Pp. xx and 790. Figures 164. 
Price 755. 

Tuis book represents the efforts of a national 
association to bring together current opinion 
about a very common disease. Seventy-four 
leading American gastroenterologists and one 
English professor of medicine contribute sixty- 
four chapters on every conceivable aspect of 
peptic ulceration. It is not, however, clear for 
whom this book is intended. It is impossibly 
long for the practitioner. Some sections will be 
of interest to the consultant in medicine or 
surgery in this country, but there is much that 
he will find elementary. For the research 
worker, the recent publication of an even longer 
and admirably critical book on peptic ulcer by 
Ivy, Grossman and Bachrach, makes this book 
of less importance. It is a pity that greater 
thought was not given to the real purpose of 
this large publication. The well-meaning in- 
tention of the Association to deal compre- 
hensively with peptic ulcer has resulted in a 
diffuse publication of patchy value. A smaller 
publication related to growing points of research 
concerning peptic ulcer would have been 
valuable and stimulating for those concerned 
with this major unsolved problem of medicine 
today. The practical aspects of diagnosis and 
management would have been better concen- 
trated into a smaller volume for the consultant 
and practitioner. As a reference work, however, 
it will be of value and should be available in 
libraries at all academic centres. 


Cleft Lip and Palate. By W. G. Ho .ps- 
WORTH, M.B., F.R.C.S. London: Wm. 
Heinemann (Medical Books), Ltd., 1951. 
Pp. xi and 126. Figures 87. Price 355. 


Tus small book will be welcomed by trainees in 
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plastic surgery. It will also prove useful to 
general surgeons who have to undertake the 
repair of these deformities, and to those studying 
for higher surgical examinations. The style is 
lucid, the illustrations clear and numerous, and 
the production is excellent. The anatomy and 
development of the region are fully discussed, 
the clinical types of the deformity are described, 
the common methods of repair of lip and palate 
are explained; notes on speech training and 
anesthesia are appended. The methods des- 
cribed ure generally accepted. But on the 
assumption that this book is written for the 
trainee rather than the expert, one could perhaps 
wish that he had given even more didactic 
guidance in the choice between the various pro- 
cedures he includes. Criticism could be levelled 
at the apparent readiness with which he accepts 
the necessity for ‘later corrective’ repair of the 
lip and his advocacy of closure by ‘simple par- 
ing’ if the surgeon is ‘unwilling to embark on a 
complicated procedure’. Some might feel that if 
a surgeon is diffident about undertaking one of 
the more elaborate methods he should send the 
child to a more experienced colleague rather 
than undertake primary closure himself. In fair- 
ness, however, it must be added that the author 
places several technical obligations on the 
shoulders of the surgeon who undertakes the 
primary closure. Expansion of the section deal- 
ing with secondary repairs of the lip and nose 
tip might add to its value, and the inclusion of 
a note on modern orthodontic treatment in the 
next edition would be welcome. 


An Atlas of Normal Radiographic Anatomy. 
By IsaporE MESCHAN, M.D. Philadelphia 
and London: W. B. Saunders Company, 
1951. Pp. xi and 593. Illustrations 1,044 
on 362 figures. Price 75s. 


A souNnD knowledge of the normal radiographic 
anatomy forms an essential prerequisite for 
accurate interpretation of the skiagram, and 
Dr. Meschan has made a welcome contribution 
to a somewhat neglected subject. Unfortunately, 
many of the negative reproductions do not 
possess the clarity of the text, nor of the excellent 
line drawings and diagrams. Furthermore, some 
confusion may be caused by the sketches which 
illustrate the positioning of the patient not 
always depicting the same side of the body as 
do the accompanying skiagrams. Despite these 
criticisms this book should appeal to a wide 
range of readers. It contains an excellent series 
of anatomical diagrams chosen from a variety 
of well-known publications. Those unfamiliar 
with radiographic technique will find a most 
valuable opening chapter on the nature of 
X-rays, their production and properties. The 
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book can be recommended to all who are inter- 
ested in diagnostic radiology. 


Untoward Reactions of Cortisone and 
ACTH. By Vincent J. DERBES, M.D., 
F.A.c.P., and THomas E. WEIss, M.D. 
Oxford: Blackwell Scientific Publica- 
tions, 1951. Pp. viii and 51. Illustrated. 
Price 8s. 6d. 

Tuts small monograph is designed to bring 

together the existing evidence on the unfavour- 

able or unexpected effects of these two hor- 
mones. It begins usefully with a physiological 
summary, whereby it becomes clear that many 
of the so-called side-effects are predictable on 
physiological grounds and are not necessarily 
undesirable. Chapters follow on the risks in- 
volved in the use of the hormones in the 
presence of infections, in diabetes, and in 
diseases of the different systems of the body. 

The book is largely an analysis of the literature, 

and many of the published records are neces- 

sarily conflicting. References to clinical and 
experimental results are juxtaposed in a rather 
confusing manner. It would have been more 

helpful if each chapter had concluded with a 

measure of practical advice; the final chapter on 

treatment is inadequate and lacking in practical 
details. The literature issued by the makers is 
much more precise and therefore more useful. 

It is not likely therefore that this book will be of 

much use to general practitioners if, and when, 

they become possessed of cortisone and ACTH. 

Nevertheless, it can be recommended to those 

who at present are using these extremely im- 

portant agents, because it gives them a good 

summary of published work and a detailed 
bibliography. 


Insects and Hygiene. By James R. Busvine, 
Px.D., D.Sc. London: Methuen & Co. 
Ltd., 1951. Pp. xiv and 482. Figures 
58. Price 30s. 

INsEcTs and insecticides play an important part 

in modern administrative hygiene, and this book 

contains a store of information about both, 
making it an important addition to the book- 
shelves of Medical Officers of Health, Sanitary 

Inspectors, School and Factory Medical Officers. 

The seven introductory chapters, dealing fully 

and lucidly with insect biology and the general 

nature of insecticides, can be understood by 
those not specially trained in entomology. The 
administrative, mechanical and physical aspects 
of control measures are well described; there 
follow two valuable sections on the theory and 
practice of the use of insecticides. The pests of 
food, refuse, clothes, carpets and wood are 
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described, and there is also a chapter on stinging 
and biting insects. The trained entomologist is 
catered for by the provision of a well-compiled 
biological appendix. A chemical appendix, index 
of insecticides, and tables and line illustrations 
help to complete a useful and interesting book. 


The Apologie and Treatise of Ambroise 
Paré. Epirep BY GEOFFREY KEYNES, 
M.D., F.R.c.S. London: Falcon Educa- 
tional Books, 1951. Pp. xxiii and 227. 
Illustrated. Price 155. 

THE writings of the ancients are an acquired 
taste, one that few of us have the time or the 
inclination to acquire. However, this edition of 
Paré’s works is something to be read by every- 
one; by the busy practitioner for enjoyment, by 
the student of history for information. Paré 
was an unusual man and Geoffrey Keynes is an 
unusual editor, and this book is an unusually 
perfect example of selection, editing and pro- 
duction. 

The many who know Paré only by name re- 
member him as the man who said ‘I dressed 
him, but God cured him’, and they are inclined 
to dismiss him as a sanctimonious humbug. 
In these pages, however, the phrase recurs with 
such regularity at the end of each case history, 
that it clearly has no deeper significance than 
that of conventional conclusion in a pious age. 
Paré was religious, but he had no false modesty. 
He had that confidence in himself, in his 
knowledge, in the soundness of his judgment 
and the correctness of his methods, and that 
complete certainty that what could be done by 
human skill and determination he had done, 
that have been characteristic of all great 
surgeons. He lived in an age of strife, when 
France was being attacked by the Spaniards on 
land and by the English from across the sea, and 
he took part in all the major battles and sieges of 
four reigns. He writes as a surgeon, describing 
the wounds inflicted by the weapons of his time 
with the interest of the scientist. His account 
of the defence of Metz, in which he took part, 
and of the abandonment of the siege by the 
Spaniards when the garrison had determined 
‘to put the fire in each house, to burne our 
enemies and us together’; is one of the classics 
of literature. 

As a surgeon, Paré was remarkable for his 
powers of observation, and for his ability to sift 
evidence and to form his own opinion and stand 
by it at a time when medicine was governed by 
tradition and any divergence from accepted 
doctrine was akin to blasphemy. He quotes 
freely from Galen and Hippocrates when their 
views support his own, but disagrees as freely, 
though with tact, when his experience has 
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proved them to be wrong. He tells how he 
discarded the treatment of wounds by boiling 
oil in favour of simple dressings, and the arrest 
of hemorrhage by the cautery in favour of 
ligature. He writes clearly, and with a re- 
markably modern outlook on aneurysms, on 
hernia, on amputations and prostheses, on 
fractures and dislocations, and on the operation 
for cataract. He describes the gross pathology of 
bone tuberculosis and of congenital dislocation 
of the hip in almost modern phraseology. He 
had the courage to write in the vernacular at 
a time when Latin was the language of science. 
So modern is he that we come with surprise on 
a chapter discussing the use of dried extract of 
mummy, and on the description of a miraculous 
dressing for wounds which he had wheedled 
out of a surgeon in Turin under promise that 
he would not enter into competition with him. 

Any practitioner wishing to find a small gift 
to reward a service or mark an occasion, or any 
practitioner’s wife seeking some distraction for 
her husband at bedtime, would do well to think 
of the ‘Voyages of Ambroise Paré’. 


A Doctor's London. By Harvey GRAHAM. 
London: Allan Wingate, 1952. Pp. 112. 
Illustrated. Price 13s. 6d. 

Tuts is the third volume in a new series of books 

being published under the generic title of “The 

Londoner’s Library’. ‘A Doctor’s London’ is a 

subject which should lend itself to effective 

dealing by ‘Harvey Graham’, but he has not 
risen to the occasion this time. He has been 
unable to decide whether he was writing for the 
gossip column of the popular daily press, for 
the New Yorker, or for the doctor who wants a 
bedside book to soothe him to sleep. The result 
is a pot-pourri of historical facts interspersed 
with personal reminiscences of pleasant evenings 
spent at medical receptions or dinners with 
acquaintances usually referred to by their 
christian names: e.g., ‘Virginia’ who was the 
agent provocateur for memories of the Society of 

Apothecaries, and ‘David’ who assumes the 

same réle for the Hunterian Society. ‘Harvey 

Graham’, however, can never be dull and, in 

spite of its many defects, there are many who 

will enjoy reading this light-hearted, hibernian 
romp through the medical history of London. 


NEW EDITIONS 
Tue fourth volume of Malignant Disease and its 
Treatment by Radium, by Sir Stanford Cade, 
K.B.E., C.B., F.R.C.S., M.R.C.P., F.F.R., in its 
second edition (John Wright & Sons Ltd., 63s.), 
is devoted to a miscellaneous group of tumours, 
and two new chapters have been included, 
dealing respectively with tumours of the lym- 
phoid tissue and the leukemias. The final 
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chapter of the volume is devoted to intracranial 
tumours; it is a long and comprehensive chapter 
divided into three parts—pathology and clinical 
appreciation ; surgical considerations ; and radio- 
therapy. The new edition is well illustrated, with 
many of the figures in colour. A deservedly 
warm tribute is paid to the work by Sir Ernest 
Rock Carling in his Foreword: “This is one of 
the most remarkable books in surgery that has 
been published in my lifetime’. High tribute— 
but not too high. 


The British Encyclopedia of Medicine, edited by 
Lord Horder, G.c.v.0., M.D., F.R.c.P. (Butter- 
worth & Co. (Publishers), Ltd., 65s.). Fifty 
contributors are responsible for the sections in 
the ninth volume of the second edition which 
extends from a forty-eight-page section on 
mouth disease, by Stanley Lee, to a three-page 
section on pinta, by Sydney Thomson. Gynz- 
cology is represented by a section on diseases of 
the ovaries by R. W. Johnstone and Chalmers 
Fahmy, whilst orthopedics is exemplified by a 
section on ‘orthopedic surgery, diagnostic 
measures’, by Leon Gillis. Dermatology is well 
represented by Sydney Thomson on mycosis 
fungoides, and pinta; Muende on diseases of 
the nails; J. T. Ingram on parapsoriasis and 
psoriasis; and Vickers on pemphigus and 
pemphigoids. Other sections deserving of 
special mention are those on nephritis and 
nephrosis, by the late Geoffrey Evans, and 
acute peritonitis, by Zachary Cope. 


In the second edition of Introduction to Clinical 
Neurology, by Sir Gordon Holmes, c.M.c., 
C.B.E., M.D., F.R.C.P., F.R.S. (E. & S. Livingstone 
Ltd., 12s. 6d.) the author has needed to make 
only few . Some half dozen figures and 
pages have been added, including a half-tone 
illustration and newly written paragraphs on the 
motor area and the hypothalamus. As is well 
known, this book is not a description of nervous 
diseases; rather, it is a superb grammar of 
clinical examination of the nervous system, 
based on the technique and experience of an 
acknowledged master of the subject. It provides 
a physiological basis and brings new stimulus 
and interest to the eliciting and interpreting of 
physical signs. The diploma chart (fig. 34b), 
which is still misleading about the action of 
the superior oblique muscle, might be revised 
in the next edition. All who make a serious 
attempt to deal with neurological problems will 
read and re-read this classic with profit. 





The ye of the May issue, which will contain a sym- 
of the Skin’, will be found on page 
Ixxviii at : the end of the advertisement section. 

Notes and Preparations, see page 441. 
Fifty Years Ago, see page 447- 
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AUREOMYCIR 
Lederle 


AUREOMYCIN is a broad-spectrum antibiotic, 
effective in many infections of bacterial, rickettsial, 
protozoal, large viral and unknown aetiology. 
Orally, it has a highly specific effect on intestinal 
lesions, and an inhibitory action on pathogenic 
It readily passes 





bacterial flora in the intestine. 

into the bloodstream and diffuses rapidly into all 

the tissues and fluids of the body. AUREOMYCIN 
is an efficient amoebicide, possesses a powerful action 
on all varieties of brucella organisms and is especially 
valuable in the therapy and prophylaxis of subacute 
It is recognised as the drug of 


bacterial endocarditis. 
matic improvement, regression of fever and clearing of 


pulmonary involvement within 36 hours. 
AUREOMYCIN has also proved its effectiveness in 
anthrax, dysentery, erysipelas, granuloma inguinale, leprosy, 
leptospirosis, lymphogranuloma venereum, nonspecific peri- 


carditis, plague, radiation sickness, relapsing fever, res- 
infections, rickettsialpox, septicaemia, tick-borne 


choice in viral influenza, inducing impressive sympto- 


piratory 

rickettsioses, tularaemia, typhus, and urinary infections. 
In every field of medicine, AUREOMYCIN is recognised 
as the broad-spectrum antibiotic of choice. 

PACKAGES : Capsules: 50 mg. Bottles of 25 and 100. 230 mg. Bottles 
Intravenous: Vials of 100 mg. Ointment 3%: Tubes of 
Ointment (Ophthalmic) 1°, : 6 tubes of 4 ounce each 
solution i. by 
*Trade Mark 


* : Jars of 12 and 25 doses 


~ 16 and 100. 
Sperso 


} ounce and | ounce 
Ophthalmic Solution: Vials of 25 mg. with dropper 
adding $ cc. of distilled water 2 
1S mg. Bortles of 2S 
C d Products Lid 
DIVISION Cyanamid roduc’ 
TEMPLE BAR 5411 


w.c.2 


LEDERLE LABORATORIES 
BUSH HOUSE, ALDWYCH, LONDON 
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Double Antihistamine Therapy 


DIBISTIN 


TWO Antihistamines in ONE Tablet 


Increased Percentage Success 
Well Tolerated 


Maximum Economy in Use 


SBA 
Sugar coated tablets each containing Antistin 0.05 g. 
plus Pyribenzamine 0.025 g. Bottles of 20, 100 and 500. 


* 


* Antistin’ and * Dibistin are registered trade marks : Reg. user 


CIBA LABORATORIES LIMITED 
HORSHAM - SUSSEX 


Telephone . Horsham 1234 Felegrams . Cibalab>, Horsham 
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NOTES AND PREPARATIONS 


‘ADEXOCAL’ is a dietary supplement containing 
6000 units of vitamin A, 1000 units of vitamin 
D, and 300 mg. of calcium phosphate (100 mg 
per tablet). Its use is indicated in the treatment 
of colds, chills and chilblains, and as a supple- 
ment in childhood and adolescence, during 
pregnancy and lactation. Issued in bottles of 50 
and tins of 1000 tablets. (Glaxo Laboratories 
Ltd., Greenford, Middlesex.) 


*“BENECARDIN’, which is a highly purified pre- 
paration of khellin, is now available in solution 
form for intramuscular injection. Its use is 
indicated in the treatment of bronchial asthma, 
angina pectoris, whooping-cough, and chronic 
cor pulmonale. Issued in ampoules of 0.5 ml. 
containing 100 mg. of khellin. (Benger Labora- 
tories Ltd., Holmes Chapel, Cheshire.) 


‘CoLLUBARB” TABLETS each contain aluminium 
hydroxide, 5 grains (0.32 g.), phenobarbitone, 
} grain (0.016 g.), and atropine sulphate, 1/500 
grain (0.13 mg.). They have been prepared for 
use in the treatment of hyperchlorhydria and 
peptic ulcer. Issued in cartons of 24 and 100 
tablets, and in containers of 500. (Evans Medical 
Supplies Ltd., Speke, Liverpool 19; and 50 
Bartholomew Close, London, E.C.1.) 
‘CytTacon Ligquip’ contains 25 micrograms of 
vitamin B,, per 60 minims. Its use is indicated 
in infants and children who fail to maintain 
normal growth and physical development, and 
in adults in the treatment of undernourishment 
and during convalescence. It should not be 
used in the treatment of pernicious anzmia. 
Issued in 6-ounce bottles for oral adminis- 
tration. (Glaxo Laboratories Ltd., Greenford, 
Middlesex.) 

‘Duraci.uin A.S.” is an aqueous suspension of 
procaine penicillin G, containing 300,000 units 
per ml. It has been prepared for use by intra- 
muscular injection in the treatment of pneumo- 
coccal, acute streptococcal and staphylococcal 
infections, gonorrheea, syphilis, meningitis, Vin- 
cent’s infection, and for the prevention of secon- 
dary infection following tonsillectomy and 
dental extractions. Issued in rubber-stoppered 
ampoules of 1 and 10 ml., in packages of 1 and 
10 ampoules. (Eli Lilly and Co. Ltd., Basing- 
stoke, Hants.) 

‘ETHINYLG@STRADIOL’, B.P. (Boots).—Ethinyl- 
estradiol, B.P., is a derivative of estrone, and 
possesses a physiological activity which parallels 
that of the natural hormone, and the thera- 
peutic advantage of being fully active when 
administered by mouth. Its use is indicated in 
the treatment of menopausal disorders, amenor- 
rheea, dysmenorrheea, functional uterine bleed- 


ing, kraurosis vulvz, senile vaginitis, vulvo- 
vaginitis, for inhibiting lactation, and for the 
palliation of carcinoma of the prostate. Issued 
in tablets of 0.02 and 0.05 mg., in bottles of 100 
—also available to special order in tablets of 
1 mg. (Boots Pure Drug Company Ltd., 
Station Street, Nottingham.) 


‘“Mepisoap No. 100’ contains 2 per cent. hexa- 
chlorophene (2, 2'-dihydroxy-3, 5, 6-3, 5’, 6’- 
hexachloro-dipheny!l methane), a substance 
active against gram-positive organisms. The 
use of ‘medisoap no. 100’ is indicated for pre- 
operative scrubbing up, preoperative and post- 
operative preparation of the skin, as a pro- 
phylactic against pyogenic skin infections, and 
as a routine for cleansing the hands in the 
wards or the surgery. It is claimed that the bac- 
teriostatic action of hexachlorophene if left on 
the skin ‘will prevent the proliferation of skin 
bacteria during the wearing of rubber gloves’. 
Issued in tablets of approximately 3 ounces. 
(Charles Midgley Ltd.: associated with Evans 
Medical Supplies Ltd., Speke, Liverpool 19; 
and 50 Bartholomew Close, London, E.C.1.) 
‘PHENERGAN’ PROMETHAZINE CREAM contains 2 
per cent. of ‘phenergan’ brand promethazine. 
Its use is indicated in the palliative treatment 
of allergic and sensitization skin conditions, in 
skin conditions with intense itching, and in the 
early treatment of burns and scalds. Issued in 
containers of 1 ounce and 1 Ib. (May & Baker 
(Pharmaceutical Specialities) Ltd., Dagenham, 
Essex.) 

*Tusana’ cocillana cough linctus (Ext. Cocillan. 
Liq. 2.3; Ext. Ipecac. Liq., 0.4; Ext. Scill. Liq., 
0.4; Ext. Seneg. Liq., 1.5; Ext. Senn. Liq., 
2.3; Glycerin, 7.5; Codein. Phosph., 0.23 
{approx. } grain in 60 min.]; Antimon. et Pot. 
Tart., 0.06 [approx. 1/30 grain in 60 min.]; 
vehicul. to 100) ‘is a palatable cough linctus 
combining in a demulcent base the sedative 
effects of codeine with the properties of cocil- 
lana and other dependable expectorants’. Issued 
in bottles of 4 fluid ounces. (Boots Pure Drug 
Company Ltd., Station Street, Nottingham.) 


NEW APPARATUS 
Miiwarp’s ‘Vim Hypopermic NeEeEpLes’ are 
now issued in a new form of packing, the whole 
pack being protected by a heat-sealed trans- 
parent covering. Advantages claimed are: the 
needles lie flush owing to the special shape of 
the pack, and this protects the points and safe- 
guards the user; the needles are visible, so 
allowing for quick recognition and ease of hand- 
ling; increased protection of the needles from 
moisture and dust is ensured. Issued in hypo- 
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dermic sizes, in cards of 1 dozen in boxes of 
1 gross needles; in serum sizes, in cards of 4} 
dozen in boxes of $ gross needles; in exploring 
sizes, in cards of 4 dozen, 1 dozen needles in 
a box. (Shrimpton & Fletcher Ltd., Premiére 
Works, Redditch.) 


FLexisLe Mopet or THE HUMAN SKIN.—The 
producers of the E.S.P. Skeleton have recently 
placed on the market a flexible model of the 
human skin, in four parts. The first part shows 
a section of human scalp skin with hair follicles 
and associated structures and sebaceous and 
sudoriferous glands. Part two shows two enlarged 
papillaries with tactile corpuscle and blood sup- 
ply. Part 3 shows the surface of the dermis after 
removal of epidermis, papillaries and blood sup- 
ply, and part four the lower surface, and the 
surface of the lifted epidermis. (Educational & 
Scientific Plastics Ltd., 392a London Road, 
Croydon, Surrey.) 


Tue Hoover Evecrric PovtsHer for floors and 
furniture achieves its object by means of twin 
soft brushes, over which felt polishing pads can 
be fixed to produce an extra gloss. For the 
polishing of furniture, soft lambswool buffing 
pads can be used instead of the felt pads. 
Special features are the low-built front which 
permits polishing of ‘hard-to-get-at’ spots, the 
built-in headlight, and the foot-operated switch. 
The machine, which is made of aluminium alloy 
for the main casting and handle and reinforced 
plastic for the motor hood, weighs only 13} Ib. 
It is attractive in appearance, easy to manipulate, 
and should prove a boon in hospitals and nurs- 
ing homes, as well as in private houses. (Hoover 
Ltd., Perivale, Greenford, Middlesex.) 


MEDICAL FILM 

*“Carpiac Output IN MAN’ (running time 38 
mins, 16 mm., in colour) has been made in 
collaboration with the staff of the Department 
of Medicine, Postgraduate Medical School of 
London. The film demonstrates two methods 
of estimating cardiac output: (1) the Fick prin- 
ciple; (2) the Hamilton dye method. Both 
methods are illustrated by animated diagrams, 
and finally the results of the two methods of 
estimation are compared. (Film Library, I.C.I. 
Ltd., Bolton House, 61 Curzon Street, London, 
W.1.) 


NAPT PRIZE 
Tue National Association for the Prevention of 
Tuberculosis is offering a prize of 100 guineas 
for an essay on ‘Modern Measures for the Con- 
trol of Tuberculosis, as Practised by Local 
Health Authorities in Great Britain.’ The com- 
petition is open to all Public Health Medica 
Officers who on January 1, 1952, are working 
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in the Public Health Service in Great Britain. 
Essays must be sent to the Secretary-General, 
NAPT, Tavistock House North, London, 
W.C.1, not later than October 1, 1952. 


GAS AND PUBLIC HEALTH 

A Gas Service CONFERENCE organized by The 
Gas Council, 1 Grosvenor Place, London, 
S.W.1, was held in London on March 11 to 13. 
Among the speakers at the Conference was 
Dr. E. K. MacDonald, O.B.E., Medical Officer 
of Health for the City of Leicester, who spoke 
on ‘Gas and the Public Health’. He drew 
attention to the large number of important 
drugs which were ‘by-products’ of the Gas 
Industry, e.g. aspirin, phenacetin, the sul- 
phonamides, the sulphones, the thiosemi- 
carbazones, para-aminosalicylic acid (PAS), and 
mepacrine. In the field of public health and 
agriculture, the Gas Industry contributed 
certain essential ingredients of DDT and 
gammexane. 


NEW JOURNAL 

Annals of Physical Medicine, the first number of 
which was published in January this year, is the 
official organ of the British Association of 
Physical Medicine. It is to be published quar- 
terly under the editorship of Dr. Hugh Burt, 
assisted by an editorial board which includes 
Lord Horder, who contributes a foreword to 
the present issue, Dr. F. D. Howitt and Dr. 
G. D. Kersley. The purpose of the journal is 
summed up as follows by the editors: ‘there is 
a vast field for clinical and technical research in 
Physical Medicine, and the official journal of 
the Association is a proper place in which to 
record these researches’. The first number con- 
tains two original articles: ‘Further investiga- 
tions into the effects of micro-waves’, by A. C. 
Boyle, H. F. Cook, and D. L. Woolf of the 
Middlesex Hospital; and “The ambulant treat- 
ment of complications resulting from varicose 
veins and allied conditions’, by I. H. M. Curwen 
and B. O. Scott of St. Thomas’s Hospital (see 
‘Practical Notes’, p. 432). (London: Headley 
Brothers Ltd., 109 Kingsway, London, W.C.z2. 
Annual subscription 21s.; quarterly, 6s. post 
free.) 


PUBLICATIONS 
The Ciba Foundation.—The annual report for 
1951 provides ample evidence of the useful 
function which the Foundation is performing 
in the encouragement of international collabora- 
tion in medicine. During the year, visitors from 
twenty-six countries have participated in the 
activities of the Foundation and have been 
guests of the Council. Five conferences were 
held during the course of the year: hormonal 
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A tuberculous patient may be called upon to swallow 18 grammes 
of P.A.S. a day for many months on end. Such massive dosage 
accentuates the need for maintaining the highest standard of purity. 
The importance of such control is recognised for drugs where the 
dose is only 0.01 gramme. How much more vital must it be when 
a dose 1,800 times as large is repeated daily for half a year or more. 
In the manufacture of ‘ PARAMISAN SODIUM °* purity is 


the over-riding consideration. 


Therefore specify 


‘PARAMISAN SODIUM’ 


TRADE MARK BRAND 


SODIUM para-AMINOSALICYLATE 


FOR ORAL ADMINISTRATION 


POWDER - TABLETS - GRANULES “PASHETS* 
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influences in water metabolism; hormones, 
psychology and behaviour; control of pituitary 
secretions; isotopes in biochemistry; visceral 
circulation. The Foundation has continued to 
provide hospitality for the Renal Association, 
the Hunterian Society, the Empire Rheumatism 
Council, and the Heberden Society. The 
executive council of the Foundation has agreed 
to provide financial assistance for exchanges of 
clinical medical postgraduate students between 
England and France. (The Ciba Foundation, 41 
Portland Place, London, W.1.) 


National Corporation for the Care of Old People. 
—The Fourth Annual Report for the year 
ended September 30, 1951, records that the 
number of applications for grant-aid considered 
during the year was 112—21 more than last year, 
and that grants to a total of £152,175 were 
allocated to voluntary committees for the benefit 
of old people. To show the need for an inter- 
mediate Home between the hospital and the 
Homes provided by the local authorities, the 
Corporation has purchased two properties, near 
Belfast, and in Stanmore, Middlesex, as Rest 
Homes. (33 Doughty Street, London, W.C.1.) 


Medical Certification of Cause of Death.—‘In- 
structions for physicians on use of international 
form of medical certificate of cause of death’ is 
the title of a booklet prepared by the World 
Health Organization Centre for Classification of 
Diseases, to guide the physician in the filling- 
up of the WHO International Form, which 
has been adopted by many countries for the 
compilation of mortality statistics. Specific 
examples of different types of entries are given, 
and the chief deficiencies found on death certi- 
ficates are discussed. An appendix lists examples 
of incomplete descriptions of cause of death. 
(WHO, Palais des Nations, Geneva; H.M. 
Stationery Office, P.O. Box 569, London, S.E.1, 
price Is.) 


National Register of Medical Auxiliary Services: 
Speech Therapists—The ninth edition of this 
useful register lists geographically the names, 
addresses, qualifications, and appointments of 
practising speech therapists in England, Scot- 
land, Wales, Ireland, and overseas, and gives 
an alphabetical list of both practising and non- 
practising speech therapists. Copies will be 
supplied free to medical practitioners, hospitals, 
and local authorities on application to the 
Secretary, Board of Registration of Medical 
Auxiliaries, B.M.A. House, Tavistock Square, 
London, W.C.1. 


The British Pharmaceutical Codex, 1949, Supple- 
ment 1952, published by direction of the Coun- 
cil of the Pharmaceutical Society of Great 
Britain, contains thirty-six new monographs; 
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fourteen relate to substances added to the 
British Pharmacoperia in the 1951 Addendum, 
and twenty-two have not previously appeared in 
the British Pharmacopeia, its Addendum, or 
the British Pharmaceutical Codex. Part VI of 
the Supplement gives formule for preparations 
included in the monographs. New mono- 
graphs on surgical dressings have been added 
in Part V, and the use of rayon for partial 
replacement of cotton has been recognized. 
A number of deletions and alterations have 
been mad*. (The Pharmaceutical Press, 17 
Bloomsbury Square, London, W.C.1, price 25s.) 
Human Blood Groups and Inheritance, by Sylvia 
D. Lawler, M.p., and L. J. Lawler, B.sc., is 
intended primarily for biology students and lay 
readers. It can be recommended not only to 
them, but also to practitioners and students of 
medicine and to medical laboratory technicians, 
since it gives a concise, yet readable and 
accurate account of the nine principal human 
blood-group systems, five of which have been 
discovered since 1946. In the event of a second 
edition, which seems probable both by virtue 
of the book’s usefulness and because of the 
rapid progress being made in blood-group 
research, the inclusion of diagrams to illustrate 
such complex mechanisms as the Coombs’ test, 
and the pathogenesis of hemolytic disease of 
the newborn, might be of further assistance to 
the non-medical reader. (Wm. Heinemann 
(Medical Books) Ltd., price 3s. 6d.) 


Mind, a Social Phenomenon, by F.S. A. Doran, 
M.D., F.R.C.S., a readable little masterpiece, is 
the history of man’s concept of mind and shows 
in a scholarly way how that concept has been 
moulded by the social force of tradition, by 
man’s fears, hopes, and longing to live, and to 
some extent by the medical knowledge of the 
day, which, however, it has done much more 
to mould. The author states that the dualistic, 
body-and-soul school is the popular one today 
and traces it back to the fifth century B.C. This 
may be true of the population of this country 
now, but probably among scientists the more 
prevalent view is that the mind is the function 
of the brain and—we are only just reaching this 
stage—that the brain is the parliament of the 
whole body. This materialistic view of mind 
will not be weakened by gladly admitting that 
the body and soul conception has done more 
than anything else to lug man from the brutes 
(London: C. A. Watts & Co. Ltd., price 1os. 6d.) 


The Use of Tracer Elements in Biology, by W. G. 
Overend, pu.p.—Dr. Overend has provided a 
clear bird’s eye view, for the uninitiated, of the 
general principles involved in tracer techniques 
and the requirements of a biological tracer. 
Although the brief chapter on tracers in medi- 





NOTES AND 


cine might falsely suggest a distinction between 
biology and medicine, this is corrected by the 
book’s title. The illustrative examples of the 
uses of tracers are simple and well chosen 


(Wm. Heinemann (Medical Books) Ltd., 3s. 6d.) 


Klinische Chemie und Mikroscopie, by Dr. Lothar 
Hallmann, in its sixth edition is a new ver- 
sion of the book published in 1939. A com- 
paratively complete account is provided of 
chemical and microscopical methods employed 
in the examination of clinical specimens, and 
for this reason it affords a useful addition to the 
laboratory bookshelf. (Georg Thieme Verlag, 
Stuttgart, DM 24.60, $5.85.) 


Miss Kennie MacPuerson has revised her 
Mothercraft in the Tropics for a second edition, 
and there have been some alterations in the 
although not enough to 
bring them in line with current practice. Des- 
pite this disadvantage this remains a useful 
book by an experienced health visitor with a 
wide experience in tropical countries. (Cassell 
& Co., 8s. 6d.) 


sections on feeding, 


The Collison Inhaler (ox ygen ope rated) in General 
Practice, sets out the general lines of treatment 
in asthma and breathlessness by the inhalation 


of oxygen and atomized drugs. As the title 
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implies, the inhaler is extensively usea in general 
practice, and the treatment is taken by patients 
at home; for this purpose the apparatus appears 
to be eminently suitable. Oxygen cylinders are 
now iighter in weight and the smaller ones are 
suitable for domiciliary treatment. The mist 
circuit is a closed one and maximum volume and 
density are attained. “The Creation of Thera- 
peutic Mists and their Passage from Atomizer to 
Lungs’, to which reference was made in a previous 
issue (July 1951, 167, 98), is reprinted in the 
handbook. This booklet dispels much of the un- 
certainty which exists on the subject. (The Inhal- 
ation Institute, 87 Eccleston Square, London, 
S.W.1.) 


Research is the title of an admirably produced 
brochure published to commemorate the com- 
ing into full use of the enlarged and re-equipped 
research institute built by Glaxo Laboratories 
Ltd. at Greenford in Middlesex. It gives a full 
description of the work of the institute and is 
a credit to all concerned. Outstanding in the 
production are the coloured reproductions of 
Mr. J. C. Moody’s drawings of the research 
buildings at Greenford, and of Sefton Park, 
Stoke Poges, where the company has one of its 
research divisions. (Glaxo Laboratories Ltd., 
Greenford, Middlesex.) 
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NEW ADVANCE 


in sex hormone therapy 


Mixogen is the new Organon preparation 











presenting the male and female hormones 
physiologically balanced in one tablet for the 
treatment of all signs and symptoms of de- 
clining sex hormone function in either sex. 
The synergistic combination of these 
B.P. substances confers beneficial results 
greatly exceeding any cbtainable with 
much larger doses cf either of the com- 
ponents alone, without the unwanted 
effects often associated with one- 
sided sex hormone therapy. The 
remarkable sense of renewed 
mental and physical vitality 

is a notable feature of the 


\ treatment 


The tablets are FREELY 
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THE N.H.S. 
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‘How commentators each dark passage shun, And hold their farthing candle to the 
sun’.—Edward Young: Love of Fame. 


APRIL 1902 


Tue National Association for the Prevention of 
Consumption, records “The Month’, ‘continues 
to grow in activity and influence, and its 
branches are spreading over the whole country 

. . The Association deserves the thanks of the 
country for the good it is doing, and it is 
earnestly to be hoped that its efforts to mitigate 
the ravages of a disease which if unchecked 
would gradually sap the vitality of the race may 
not be crippled by want of funds. We can only 
repeat what has several times been said in The 
Practitioner, that in the whole vast field of 
human needs the wealthy philanthropist could 
find no worthier object of his benefaction than 
the work of the Association for the Prevention of 
Consumption . . . The war against the tubercle 


bacillus will be costly, no doubt, but it will not 
be anything like so costly as the war against the 


Boers. The time will come when people will 
have a difficulty in believing that statesmen 
could ever have thought that the prevention of 
tuberculosis was a matter of no importance 
compared with the strengthening of armaments, 
and that money could be freely given for the 
supply of a new head-gear for soldiers whilst it 
could not be found for the establishment of 
sanatoria’ 

‘It is a fact’, confesses the Editor, ‘that some 
of the greatest advances in medical treatment 
have been due to outsiders’, and he goes on to 
tell the story of the Berlin watch-maker, a 
victim of lupus of the face, who was one day 
standing close to the window, examining the 
inside of a watch with a high-power lens. “The 
rays of the sun passed through the lens, the 
focus of which happened to be on a part of the 
man’s face affected by the disease. He felt a 
sharp pain, and on looking into a glass he saw 
that the burnt spot had become white. He re- 
peated the experiments on the following days, 
keeping the lens sometimes for hours between 
the sun and the ulcerated places. In six weeks 
cicatrisation had taken place, and the patient 
went to show himself to Professor von Leyden, 
who had declared that the disease was in- 
curable’. 

To take passages out of their context is 
usually a mistake, sometimes a crime, and oc- 
casionally a sin. Be that as it may, the following 
is so delicious a piece of invective that it may 
without apology be quoted by itself:—‘“The 


mention of the rump brings us by continuous 
extension to the tail. It may be remembered that 
there was some lashing of the tail of the British 
Medical Association in the last issue of The 
Practitioner. The excited appendage was, how- 
ever, firmly held down secundum artem, and it 
has since hung in the attitude of submission 
without even a responsive quiver. Now that we 
have taught the tail its true place in the economy 
of the organism, we hope that the Association 
will no longer suffer itself to be moved and 
guided a posteriori’ 


Sir John Simon, K.C.B. (1816-1904) 


The first of the ‘Original Communications’ is 
by Theodore Dyke Acland, M.D., F.R.C.P., 
Physician to St. Thomas’s Hospital, and to the 
Hospital for Diseases of the Chest, Brompton, 
who deals with ‘one of the most distressing 
maladies with which the physician has to deal, 
since not only does the condition render the 
sufferer almost more an object of loathing than 
of pity to those about him, but he often has the 
prospect of lingering on for many years in the 
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Firty YEARS AGO—continued 

full consciousness of his pitiable condition, and 
with little hope of permanent relief from his 
sufferings’—bronchiectasis. Of its surgical 
treatment the author writes:—‘In any case of 
bronchiectasis in which there are signs of a 
large cavity, there is naturally a great temptation 
to treat it by incision and drainage. Hitherto the 
results of this operation have been most dis- 
heartening, and, melancholy as is the rest of the 
tale, there is nothing more melancholy than the 
ultimate result of operations for the drainage of 
bronchiectatic cavities’. E. Treacher Collins, 
F.R.C.S., Surgeon, Royal London Ophthalmic 
Hospital, Moorfields, writes on ‘Infantile 
Ophthalmia’. 

Sir John Simon, who is the subject of 
‘Pioneers of Public Health’, ‘is best known as 
a sanitarian of the highest order; but he was far 
more than this. Had he not given himself to 
the public service he would have taken rank 
among the foremost surgeons of his day; had 
he chosen to devote himself to literature, his 
varied learning and his gift of lucid and felicitous 
expression would have won for him the highest 
fame as a writer . . . To all students of hygiene, 
to all sanitary workers of whatever degree, his 
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name is a household word . . . Sir John Simon 
has built himself a monument more enduring 
than marble in the masterly reports dealing with 
all the more important problems, medical and 
administrative, concerning the public health 
which he wrote during some twenty-eight years 
in various official capacities’. 

‘The International Text-book of Surgery 
By British and American Authors’, edited by A. 
Pearce Gould and J. Collins Warren, is des- 
cribed by A. Carless as an ‘imposing work’ and 
‘an event of considerable interest to the surgical 
world . . . The impression left one by a careful 
study of this work is on the whole one of dis- 
appointment, for while there is much that is 
good, merely the fringe of the subject has been 
touched on, and one can only regret that pub- 
lishers and editors had not the courage to pro- 
long their work by another volume of equal 
size’. Sir Alfred Pearce Gould (1852-1922), who 
was born at Norwich a century ago, on January 
2, 1852, was appointed assistant surgeon to the 
Middlesex Hospital in 1882 and full surgeon in 
1896. A versatile surgeon and a pioneer in the 
use of radium, he was self-reliant, intolerant of 
criticism, and quick-tempered. He took life 
seriously, but occasionally unbent. W.R.B. 
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Lifting the veil 
The distress which accompanies the menopausal years need not be allowed to 
go unchecked. The physician has an adequate means of relieving the several 
conditions which veil a woman's outlook during her middle years. The adminis- 
tration of SEDESTRAN is a safe and ready method of controlling these symptoms 
by minimal medication. Menopausal migraine and hypertension respond well 


to SEDESTRAN as also does dysmenorrheea of neurogenic and psychogenic origin 


Ss Ss AN 
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Made by: Robinson & So1s 
Led., Wheat Bridge Mis 
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BACTERIOLOGICALLY TESTED AND) [& ——. 
SPECIALLY DESIGNED FOR THE =| ‘Could I have a cup, Nurse?’ 
PREVENTION OF DROPLET INFECTION | Ir it’s ever difficult to get to sleep because your 


After many bacteriological experiments this mask was mind is over-active, Bourn-vita will help you 
designed to arrest all droplets from the mouth and | relax. Doctorsas wellas patients finda last-thing 
hose, and so to prevent contamination during operation. | cup of Bourn-vita a wonderful help in bringing 
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- BINDING CASES 


Binding cases for Volume 167 (July to December, 1951) 
% and previous volumes are now available in green cloth 
with gilt lettering, price 5s. each, post free. 





The cases are made to hold six copies of the journal 
% after the advertisement pages have been removed ; they 
are not self-binding. 


Alternatively, subscribers’ copies can be bound at an 
*% inclusive charge of 12s 6d. per volume; this includes 
the cost of the binding case and return postage. 


Send your order, with remittance, to : 
The Bookbinding Department 
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ST. ANDREWS HOSPITAL, NORTHAMPTON 


FOR NERVOUS AND MENTAL DISORDERS 
President—Tue Most Hon. Toe MARQUESS OF EXETER, K.G., C.M.G., A.D.C. 
Medical Superintendent—-THOMAS TENNENT, M.D., F.R.C.P., D.P.H., D.P.M. 
This J game: Hospital is situated in 130 acres of park and pleasure grounds. Voluntary patients, who are 
suffering from incipient mental disorders, or who wish to prevent recurrent attacks of mental trouble; tem 


patients, and cerufied Patients of both sexes are received for treatment. Careful clinical, biochemical, bac- 
Private rooms with special nurses, male or female, in the Hospital 


teriological and 
or in one of the numerous villes in the grounds of the various branches can be provided. 
WANTAGE HOUSE 


- is a Reception Hospital in detached grounds with a separate entrance, to which patients can be ad- 
mitted. me fy hed uipped with all the apparatus fer the complete inv tion and treatment of Menta! and Nervous 
most modern methods; insulin treatment is available for suitable oe. It contains special 


deperanent for hydrotherapy by various methods, including Turkish and Russian an longed unmer- 
y Douche, & Scotd Douche, Electrical baths biéres treatment, Where's an ~ 


. _ Dental ao, an — 7 Ray Room, an Ultra- Violet or brochen and a La. for Diathermy 
High- F; ee treatment. It also contains Laboratories for biochemical, “pesterislegieal, and pathelogica! 
eukedhasapoutie treatment is employed when indicate 


MOULTON PARK 
Two miles from the Main Seats @ there are several branch establishments and villas situated in a park and 


farm of 650 | acres. -_ meat, fruit, and vegetables are lied to the Hospital from the farm, gardens, and 
erchards Park. O ] therapy is a feature of this branch, and patients are given every facility 


for occupying ned tay in farming, gardening, and fruit-growing. 


BRYN—Y—NEUADD HALL 


The seaside house of St. Andrews Hospital . beautifully situated in a Park of 330 acres, at Lianfairfechan 
amidst the finest scenery in North Wales. On th o ane west side of the Estate a mile of sea coast forms the 
boundary. Patients may visit this branch for a 2 4 seaside change, or for — periods. The Hospital has its 
own private bathing house on the seashore. There is trout fishing in the par 

t all the branches of the = there are cricket groun football ¥ hockey grounds, lawn tennis 
courts honsend hard courts), croquet grounds, f courses, = and bowling greens. Ladies and gentlemen have 


their own gardens, and facilities are provided for crafts, such as ay &c. 
For terms and further particulars apply to the Medica! Superintendent ( e: No. 4354, three lines 


Nerthampton), whe can be seen in by appointment. 


IN SAFE HAN DS ~ HASTINGS ano THANET 
The mar, who has appointed the Westminster Bank BUILDING SOCIETY 


to be his Executor or Trustee can, with truth, say 
that the well-being of his family will be in safe hands. 
The Bank wil) carry out his wishes faithfully, bringing 
to its task a fund of business experience beyond that 
possessed by any private individual; it will administer SHARES DEPOSITS 


its trust with complete integrity; and—more impor- 

tant, perhaps, than any of these—it will at all time: 1 

show a very sympathetic consideration towards those - O O 
whose affairs are left in its hands. Inquiries will b« 2 


welcomed at any of the Bank’s branches. 
INCOME TAX PAID BY THE SOCIETY 


Equivalent to £4 15s. 3d. and 
£3 16s. 2d. respectively, subject 
to Tax at 96 in the € 


ASSETS £14,858,000 RESERVES £800,000 


Head Offices 


29-31 Havelock Road 4 Queen Street 
Hastings Ramsgate 


WESTMINSTER BANK LIMITED mee etl yt 
Trustee Department: $3 Threadneedle St., London, EC2 ‘ 














As from Ist April 1952, the rates 
of interest will be increased to 
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ASPIRIN 


is an acidic substance, sparingly soluble. 


SOLPRIN 


is stable, soluble—and palatable. 


The reasons for preferring calcium aspirin to 
aspirin lie chiefly in the fact that it is a neutral, 
soluble and bland compound, whereas aspirin 
is acidic, sparingly soluble and may act as 


a gastric irritant. 


But calcium aspirin has a defect 
of its own — chemical instability ; 
and in consequence attempts to 
manufacture it in the form of tab- 
lets that could be depended upon 
to remain free of nauseous break- 
down products, under reasonable 
conditions of storage, have hitherto 
met with little These 
difficulties have now been over- 
come. ‘ Solprin’, a stable, tablet 
preparation, readily dissolves to 
yield a substantially neutral and 
palatable solution of calcium aspirin 
that can be prescribed in all con- 
ditions in which acetylsalicylate 
administration is indicated. 


success. 





SOLPRIN- 


Extended clinical trials show that 
Solprin in massive dosage, even 
over long periods, can be tolerated 
without the development of gastric 
or systemic disturbances except in 
cases of extreme hypersensitivity. 


SOLPRIN 


Tab.Aspirin. Solub. (Reckitt 








Stable, soluble, palatable calcium aspirin 


Clinical sample and literature supplied on application. Solprin is not advertised to the public 
and is available only on prescription. (U.K. and Northern Ireland only). It is not subject to 
Purchase Tax, and when prescribed costs actually less than 1d. for three tablets 


RECKITT & COLMAN LTD HUL! AND LONDON (PHARMACEUTICAL DEPT., HULI 
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BOYAL NAVAL MEDICAL SERVICE 


Candidates are invited for service as Medical Officers in the Royal Navy—preferably below 


They must be British subjects whose parents are British subjects, and be medically fit. 
No examination wil) be held but an interview wil! be required. 
short service after which gratuity of £600 (tax free) is payable, but permanent commissions are 
d short service officers. Officers entered om or after Ist january, 
be eligible co be considered for ante-dates of seniority up to 2 years for service in recognised 
civil hospitals, ec. FOR FULL DETAILS APPLY MEDICAL DIRECTOR-GENERAL, ADMIRALTY, 


initial entry will be for 4 years’ 
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By H. R. Vickers, M.B., M.Sc., F.R.C.P. 
Consultant Dermatologist, Rupert Hallam Department of Dermatology, Royal In- 
firmary, Sheffield 


DERMATITIS ARTEFACTA 


By Eric C. Ritter, M.B., M.R.C.P 
Physician for Diseases of the Skin, Lincoln, Grimsby and Boston Group Hospitals 


DISEASES OF THE SCALP AND HAIR 
By O. L. S. Scott, M.B., M.R.C.P. 
Dermatologist, Guildford and Redhill Groups of Hospitals and Wembley Hospital 
Senior Registrar, Skin Departments, Charing Cross Hospital and St. Thomas's Hospital 


MALIGNANT DISEASES OF THE SKIN 
By Hugh Gordon, M.C., M.B., F.R.C.P. 
Physician in charge, Skin Department, St. George's Hospital; Dermatologist, West 
London Hospital and the Royal Cancer Hospital. 
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To the Publishing Dept., THE PRACTITIONER, 5, Bentinck Street, 
London, W.1. 

I enclose remittance value {£2 : 2 : o. 

(Medical students and first year practitioners £1 : 5 : 0) 

Please send me THE PRACTITIONER post free for one year, beginning 
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~ Capsules 
are now available in TWO FORMS 


STANDARD 


Containing 0.50 G. sodium salicylate which may be 
taken with complete freedom from nausea or gastric 
disturbances. 


Indicated in acute articular and extra-articular 
rheumatism and its complications, rheumatic pains, 
infections and hepatic disorders. 


VITAMINISED 


Incorporating vitamins B,, C, K and PP with the 
normal 0.50 G. sodium salicylate. E 


The preparation of choice in all cases in which very 
high doses of sodium salicylate are necessary, notably 
in the active treatment of acute articular rheumatism, 
polyarthritis, lupus erythematosus and carditis. 


Both forms are available in packings of 50 capsules and tax 
free dispensing packs of 200 and | ,000 capsules 


Literature and samples on request 


CONTINENTAL LABORATORIES, LTD 


101 Great Russell Street, London, W.C.| 
Telephone: MUSeum 2042-3 * Telegrams: Taxolabs. Phone, London 

















Penicillin 
Nonad Tulle 


little time 


for, in a matter of seconds, it can be applied as a primary 
dressing round the finger following incision of a septic 
focus. 


No need to prepare a dressing of penicillin ointment and 
gauze, no need to cut the dressing to the right size, 
Penicillin Nonad Tulle is designed in several sizes to suit a 
variety of requirements and the pieces 2 inches by 2 inches 
are a convenient size for use as a finger dressing. 
Penicillin Nonad Tulle is the ideal bacteriostatic dressing 
to be appliec to wounds infected with penicillin-sensitive 
organisms. The wide-mesh gauze is impregnated with an 
emulsifying base containing 1,000 i.u. of penicillin per 
gramme. The non-adhesive nature of the tulle encourages 
the formation of granulation tissue and ensures the easy 
removal of the gauze without disturbance of the newly 
formed tissue. 


Penicillin Nonad Tulle is effective and easy to apply. 


PENICILLIN NONAD TULLE 


In tins, containing 10 pieces each 4” x4" or 40 pieces each 2° x 2” 
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